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ABSTRACT ^ ' . 

. , An outline of vocational rehabilitation ofi> i:he 

ex-addict is presented, with emphasis placed on the development of 
treatment plans, counselor inservice training, and clinical 
procedures* Discussion is based on the Beth Israel* Medical. Center 
(BIMC) programs of Methadone Maintenance Treatment and Alcohol 
Treatments Section 1 , Proceed ing^ , defines goals for vocational ^ 
rehabilitation ai\d - discasses the ex-addict, counseling t-techniques ; 
and counseling forms^ developed by the BIMC program. The needs of the 
patient are « stressed in .planning systematic treatment, and a summary 
of sources of influence on. the cliernt-coupselor relationship are 
provided. • Section ■ 2(., Clinical Profiles, examines three cases in terms 
of tfie impact.,. clinical procedures have had' on the patients for tfh<5m' ' 
problems vere assessed and plans developed , Each case study discusses 
rationale ^fbr selection, p^i'tie^t profile, plan formulation, initial 
and revised treatment, and follo'wup^ where applicable. The BIMC 
project is reviewed Appendixes discusses project background, a 
vocational rehabilitation program within the Methadone Maintenance 
Tr;e^tment, the Alcohol Treatment Programs, and Dru-g Addiction Service 
Staff participation in the research project. Vocational Structured 
. In'terview 'and Seman.tic Differential Forms, comments, arid an editorial 
seminar agenda and its. participants are also a'|)pended. (LH). 



* : Documents acquired by ERIC include many informal unpublished * 

* materials not available \frjpm other soufces. ERIC makes every effort 

* to obtain the best copy available. Nevertheless, items of marginal * 
* 'reproducibility are often encouivtered and this affects the quality * 

* of the inicrofiche and har-dcopy rxeproductions ERIC makes . available * 

* via the EKIC Document Reproduction Service (EDRS) . EDRS is not * 

* responsible i for the quality of the original document. Reproductions;*' 

* supplied by EDRS are the best that can be made from' the original,. * 



The State of the 

VOCATIONAL RE 
OFT 
OROG Al 


lArt 

HARILITATIQN 

HE V/ 
SOSER 


^^^^^^^^^^^^^^^^^^^^^^ ■ 


TR^TMENT 
PLANNING 
AND CLINICAL 

oUrtHVIolUN 

NO. 5 IN A SERIES 



YOUTH PROJECTS, INC. 



and 



.DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 
SOCIAL AND REHABILITATION SERVICE . 
Washington, D.C. 



S 



1 975 



ERIC 



u s DEPARTMENT OF HEALTH. 
EOUCAUON A WELFARE 
NATIONAL INSTITUTE OF 
EOUCATlON 

THIS DOCUMENT tIAS" B66N REPf^O- 
DUC6D EXACTLY AS RECEIVED FROM 
THE PERSON OR ORGANIZATION ORIGIN- 
ATING IT POINTS OP VIEW OR OPINIONS 
STATED DO NOT NECESSARILY REPRE- 
SENT OFFICIAL NATIONAL INSTITUTE OP • 
. EDUCATION POSITION OR POLICY 



For Information: . * 

Dr. Herbert H. l^eibowitz r ... 

Research and Demonstration Analyst 
- Rehabilitation Services Administration 

50 Fulton St. 
. San ^Francisco, California 94101.' 

Department of Health, Education, and Welfare 



Books in this series include: 

No. 1 — THEORY AND POLICY 

No. 2 — THE PRACTICE OF THE ART 

No' 3 — COUNSELING AS THE ART 

No. 4 — GAINFULLY EMPLOYED 

No. 5 — TREATMENT PLANNING AND 
CLINICAL SUPERVISION 



^ Graphs by Glenn Myles< and Michael Indegand 



A special acVnowledgment is niade to the following niem- 
ber:^^\ the Vocational Rehabilitakion Department, whose will- 
ingness* to participate and subsec^uent work .efforts made *this 
proiect- possible: Michael Cetrangol^. Marcie ^erber, Francis 
Healy. Rita Horn Linda Kama!, Shejjk Mingo, Tina 'Morrow, 
Minam Poser, Holly Robinspn, Sy^^^acKiTjian, Ken Silveri, Rita 
Washmgton, and Robert Yankowijz; fefid (p Rhoda Cutler. 

A special noj^ of thanks to' mu^ollowih^g rndividuais whose 
assistance contributed to the ease and ef fect\vene36 of this pro- 
ject.- Tanya Dubrow, Myra Dunlap, AnVi^,J*^i5e hj^askins, Wilda 
Kelly, Grace Kraskin. Jane Sarnoff ar^« Pat Zappel. 



PERMISSION F<t^'*^':*OU'" '.O^'' 



TO EWC AND OBOAHlJAKON^ i jh-E^^M'Ntj 
ONDEPi AGBEEMENtS r HE^i'^ ^"'^'NAl in 

SIITUTE OF EDuCAnON FURTHEP HEPPO 
^DUCnON OUl-^iOt THE ERIC O'S'EM PE 
OUiPES PERMISSION K'f^ ThE r r-Pv (^(t^pi.^^ 



Permission to use any of the material included should 
be obtained directly from the authors, unless specif'ed. 



A tpeiciai acknowledgement ii made to the staff and consultants who made this difficult 
pro|e<l an easier one to execute/ Many of the participants at the Seminar performed duties 
far beyond those atked ol them. In addition to>our thanks, we extend our best wishes to 
them in the difficult job ol guiding the drug abusing client towards a more fully realized life. 

To Anne Gay. Grants Adrffinist^ator of Youth Proiecvs. Inc , and other helpful members of 
the Youth Projects staff, a sincere thank you. 

The help coffered by the Region IX Rehabilitation Service Administration staff was warmly 
welcomed and appreciated. 

A very special note of thanks is made to Norms Timm. Secretary to the Research and 
Demonstration Specialist. Region l)C. Social and Rehabilitatibn Service. Her serene ability to 
anticipate and solve problems contributed to the ease and effectiveness of this project and 
was always deeply appreciated. 



VOCATIONAL ^REHABILITATION QF 
THE DRUG ABUSER " 

TREATMENT PLANNING AND 
CLINICAL SUPERVISION 



Authors: , 1 

Eileen Wolkstejn, M.A." 

Director, Vocational Rehabilitation Department 

Morris J. Bernstein Institute c 

Beth Israel Medical Center 

Alex RichVian, M.D. 

Chief, UKlization and Review Activities 

DepartmenV of Psychiatry , . " 

Beth Israel Medical Center 

Professor of "Psychiatry, Mount Sinai School of Medicine 
of the City University of New York 



ERLC 



i 



\ 

This report is response to the State of the' Arts Editorial^ 
Seminar held at t^iW^ College, March 28-30, 1973. Funds for' 
*this project were provided by. Grant 15-P-55894 awarded by 
the De'partment * of Health, Education, and Welfare. Social and 
Rehabilitation. Services, to Ybuth 'Projects, Inc . ^ 

The project that made this report possible Was proposed ancj 
developed to introduce new ciireotions and a creative approach 
to the Vocational Rehabi litatiori of ex-addicts. It was designed 
to facilitate c]ualitative improvement m the vocationa I services ' 
available ^o the ex-addict ^ ^ 

*" Dale Williamson . . 

Director — Office of Rehabilitation Services 
H.E.W.'- O.H.D. . * . • ^ 

Region 9, San Francisco, Calif. 



Dr. Herbert Leibowitz 
Research & Training Consultant 
Office of Rehab, Services 
H.E.W. - O.H.D. ^ Region 9 
San Francisco, Calif. ^ 



er|c 





r M E S C ^ R f T A B ' Of H t A L I H t 0 u*.' A T I O N _ A N 6 W C L ^ A P £* . ^ 

A S ^ N • J r o N D C C 0' I 



JUL 9' 1973 



' ^arts 



Althpugh drug abuse ic an age-old problem in many '^arts 
of the world and certainly not a new«one to this country, 
our current perception of the problem is new. We have 
moved from a view of drug abuse as. almost exclusively 
a law enforcement problem to one where health has at 
least equal billing. In fact, the Drug AbuSe Office 
and Treatment Act of 1972, signed by the President on 
March 21 of that y^ar, contains as a mandate (hat 
"..•administering agencies construe drug abuse as a 
health problem." - ' * . 

This new dimension to our government's approach, toward 
^ the victims of drug abuse brings the role 6f the D^artment 
of Health, Educat^fon, and Welfare more sharply into play. 
Our overall goals are the elimination of drug abuse as 
a major social concern in our Nation, the rehabilitation 
and employment of the drug abuser, and the eradication 
of those conditions which have allowed the crjLsis to 
reach such pervasive proportions. 

This Conference has made a valuable contribution toward 
identifying the proper role of rehabilitation in securing 
the return to productivity for those who have been vict-ims 
of drug abuse. 
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Our experience treating drug addicts hai taught us that the elimination of 
illicit drug use by itself, Is *not enough. A program .can^>^lease a model 
patient, after months or even years\of treatment. But if he goes back to 
the same environment, with The same limited capacities he had before, he 
is far tpo likely to go back to drugs as welj^ 

Two ingredients, other than 4rug abuse treatment, are essential for an 
addict to give up his habit: he must have the will to give it up. and he 
must have the means to do so. ... 

The will comes largely from within the individual; the means X)ften comes 
from outside. For some addicts, what is needed most is counseling and 
personal support. For others it may be health care and a balanced diet. 
But most of those who are ground down in the desperate hell*of addiction 
also need new tools and opportunities to use them. 

The vast majority of heroin addicts in the United States have dropped 
out 6f school and have little or no work experience. 

The need for education, job training and job placement is often ap> 
parent. The question Is how to provide these services most effectively. A 
person who invests two or three years in completing his high school equiv- 
alency, or taking a vocational education course, or learning some job- 
related skill, must have an assurance that at the end of that time a new 
life— a new job—awatts him.c 

At the present time tbfe Special Action Office is encouraging experimenta- 
tion with a number of approaches to providing jobs and education to ex- 
addicts. 

— Some treatment programs are experimenting with specialized job 
placement personnel who serve as intermediaries between treatment pro- 
grams and potential employers. These personnel are responsible for educa- 
ting prospective employers about drug addiction, for arranging interviews 
for ex-addicts seeking jobs, and in some ,cases for working in a follow- 
through capacity once an jex-addict is employed. 

— Other treatment programs are using a referral system, under which 
job-ready patients are referred to state and local employment agencies or 
to job-training or education programs. 

— Some treatment facilities provide both education and vocational train- 
• ing as part of their general supportive services. 



In conjunction with these variou% approaches, fhe Special Action Office 
is mpYirfg on many fronts to overcome the discrimination which presently 
exists in the employment of ex-addicts: 

— We have worked with the Civil Service Commission to develop, stand- 
ard guidelines for implementing Section 413 of the Drug' Abuse Prevention 

• Act. These include non discrimination against ex-addicts in consideration 
for employment in non-sensitive government positions; opportunities for 
treatment without loss of employment; and a more "positive policy" of 
providing government employment opportunities to ex-addicts. 

— Where agencies and departments of government are found to be 
lax in implementing these new guidelines, the Special Action Office hai 
tried to work with the organizations to Kelp them develop reasonable and 
constructive programs. 

The Special Action Office has also established a'Task/orce Sn Em- 
|>Joyment ancflndustry. Staffed by SAO personnel, the Task Force has be- 
gfjn working with industry and labor to create ^''eaterioderstanding of, 
drug addiction and the ways in which employment o?^ex-addicts can be 
implemented. It is expected that guidelines for industry and labor, as well 
as for state and local governments can be developed. / 

tn some cases, however, simply making the skills and opportunities 
available tp ex-addicts is not enough. For those ex-addicts who have no 
woik experi^ce, who have never kept to a regular schedule or exercised* 
personal or cooperative responsibilities, something more is required if they 
are to become productive members of society. For such people, we are 
experimenting with sheltered work. Special subsidized workshops are estab- 
lished where ex-addicts may learn to apply their new vocationiil skills m a 
work environment, tt is felt that by worlung with dthen individuals who like- 
wise have few job skills, the tensions and pressures of employment will 
be reduced. Only after the ex-addict has achieved a reasonable level of 
X competence and stability will he be ready to compete in the ope*n job 
market. 

In promoting jobs for ^»x-addlcts, we cannot ask that they will be given 
preference over (Uher persons seeking work.* But we can ask that they be 
given an equal commensurate with their training and skills, 

to become productive members of our society. We must also do more to 
""'Vequip the ex-addicts with the skills needed to use these opportunities: 



Robert L. DuPont, M.D. 
Director 
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TREATMENT PLANNING AND 
CLINICAL SljFERVISION 



I A Research Demonstrat'ion of Selected J^chniques ofjatient 
W Asses'sment, Treatment Planning and Supervision. 



EXPANDED INDEX 

Vocational Rehabilitation of the Ex-Addict 

i 

, ^ ^ Supe 

Introduction , . ' ^ " ^ 

A discusrsion of the need for quafitative clinical app'f^ches. 
in the vocational ./^hab.ilitatfon of the ex-addict. Considera- 
tions -include: ^ 

— defining goals in vocational rehabilitation 

— defining goals m vocational rehabilitation. , 

— clinical process . 

— the future of vocational rehabilitation 

• 

Project Results ' s ' 

A description of thp project results under the heading of 
Value to patient * * ^ 

Clinical Procedures 

A description of the research project under the headings of: 
Vocational Rehabilitation Staff 

loQ|ls: Vocational Structural Interview 'Form (VSIf) for 
' diagnostic assessment » 

Semantic Differential .Torm (SD) for attitude 
assesscnent , 

Systematic Treatment^ Planning / ' * 

A discussion of the rationale for the research project as 
* related to the need ^for systematic planning in vocational 
rehabilit-atlon. ^ 

Clinical Supervision 

A discussion of the dynamics of supervision during the re- 
search project, including a general introduction and specific 
material under fhe headings of: 

Staff reactions to projecV " ^ ^.-^^ 

Staff reaction to the VSIF-and SO 

A closer look at staff reactions 

Summary of key issues In counselling and the super-. 
visory process 
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Clinical Profiles 

Three climcai, pjiohles o\ research project patients "The 
Clirijcal Protile^^ section includes: ~ 

Introduction - a general discus^iSn oi the case studies 
First Clinical Profile — a patient who has been in treat- 
ment lor. three months, unemployed, wants to 
work ^ 

Second Clinical Profile — a patient who has been m ' ^ 

treatment one year, unemployed, wants "to work 
TKird ethnical Profile ^ a patient who has been in 
treatment more than one year, working, wants a 
|ob .change. 

Each drnical Profile mcTudes a description f^- rationale for 
selection, a short patient profile, an initial treatment plan, 
and discussion of the plan. In additjon, the>^First Clinical 
Profile includes a' revised treatment plar> and the Third 
Clinical Profile includes a. three-month foHow-up. 

APPENDICES: 

Appendix A: Background 

A discussion of the background including major areas of 
impetus for the project: ^ 
Traditional attitudes 

Methadone niaintenance * ^ ^ 

Conflict and coordination) within ^treatment programs 

Appendix B. A Closer Look at Vocational Rehabilitation within < 
a Methadone Maintenance Program 

A dis^usvon and description of a vocational rehabilitation 
program within the Methadone Maintenance Treatment 
j^ogram at Beth Israel Medical Center, divided into the 
folf^^ing headings: • ^ *' 

(production V 
Methadone wnairrtenance treatment: A definition* 
The! functiorr^ vocational rehabilitafion- counselling | 
*. Training professional and tnon-professional sjaff of - \ 

other disciplines -in techniques of vocational re- ^ 
habilitation counselling 

Delivery of vocational rehabilitation services 
Identification and evaluation . techniques ^ . ^ 
Comniunity attitudes , ♦ 

Appendix C: Alcohol Treatment Program 

r^' A description of the Alcohol Treatment Program vocational 

rehabilitation '\services. which were modeled >.after the ^, 
Methadone MdK/itenance Treatment Progrfm ^ 
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Appendix D: Drug Addiction Service Staff Participation in 
Research Project 

descripht^i dnd discussion of DAS stjff participation m 
J the research pro|ect w*tth spe(;t<3' . emphasis on the f^sinii^' 
larities and differences between DAS procedures and the 
procedures of the research in general 

Appendix E: Vocational Structured Interview Forms for 

- Methadofie Mamtenance TreatrT)ent Program 
Alcohol Treatrnent Prograr^i 

— Drug Addiction Service 

Appendix F: Semantic Differential Form 

References . ♦ ^ ' ^ 
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' . / 
These voi.umes reflect a concern on tK4 part of rehabili- 
tation services personnel . . . both.counselors and ad- 
ministrators ... to better understand their role in the 
vocational rehabilitation of drug abusers. 

We have attempted to derive from current theory and 
practice in the field of vocatiorr;^! rehabilitation a base 
for defining a state of the art statement. 

These volumes reflect only a beginning in the process 
of truly understanding the dimensions of this problem. 
We hope that they will irttroduce you to the constella- 
tions of factors that enter into the ta$k of viable voca- 
tional" rehabilitation programming for the drug abuser. 

We hope that some of the words Will engage you in 
furthering this process. . . of bringing effective social 
and vocational services to the addicted person. . 

Herbert H. Leibowitz 
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The Buck Stops Here 

It's going to come either from NIMH on the basis of agreements worked 
I out between State Rehab directors and NIMH treatment center 

directors, or it's going to come out of the state plan where it's built 
in . . . 

The State Directors . . these are the people who are going to change this 
thing ... 

* • It almost^spunds as if we'rp calling for the kind of revitalization of a 
profess/on 'that has, somehow or other, become pretty encrusted. . Is 
there a possibility of revitalizing th^ profession through some kind of 
middle managemen t re tra ining? 

In my own state, I'm way down the totem pole. I'm the one ),vho /s s^tn 
to all of these various drug and public offender conferences. 

I think the counselors, naturally, know a^/of more about what's going 
on than the Voc Rehab Leadership . . . 
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Defining goals In vocational rehabilitation 

* ■> 

In oOr society, where work is both role and function, re- . 
habilitation must include nneaningful work. While most of the 
helping professions are concerned with having'' their patients 
"go to work", vocational rehabilitation is the discipline primarily 
concerned with enhancing the meaning of work to the individual. 

The development of a treatment plan is not generally stressed 
in graduate or tpainlng programs. Without emphasis on de~ 
velo-ping and implementing comprehensfve treatment plans, vo- 
cational rehabilitation can be diffuse and ineffective, unsatisfy- 
ing, and may often foster inherently hostile attitudes toward 
pafient care and professional roles. However, with the "focus" 
provided by a treatment plan, it becomes possible to consider, 
patient care in perspective, to provide more concise material 
susceptible to supervision, and to allow for assessment of th^ 
course of treatment. 

A treatment plan is "a written report which states the im- 
mediate and long-term goals of treatment and defines what 
the therapist and patierU are going to do relative to each 
other . . ."^ 

This volume describes a format for in-service training and 
group supervision which foclises on the treatment plan as an 
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integral parf of "staff function. . Persona! data are needed for , 
development of a treatment plafn. Procedures^ for fnistory-tak- 
ing and attitude assessment, wfiicfn are not stereotyped, pro- 
• mote interaction and provide conci^ records of patients' back- 
grounds, and current status as tfney relate ^:to potential 
developcnent. 

These clinical tools are essential to evaluating the patient's 
abilities, problems, and current goals in order to, develop a ^'^ 
•voca^onal plan. In-service training is directed toward, incre^: 
• ing ^he counselor's awareness of and opportuViity to express 
creativity in developing a comprehensive ''treatment plan. These 
clinical a^pproaches enhance the quality pf patient care.^ 

The former addict as a vocational rehabilitation (VRy client . 

In a drug abuse, treatm'^nt population, many patients have a 
limited prior working experience, little evidence of positive' at- . 
titudes toward work,^ and a general orieMation „^af tloes not 
include work as a clearly ^ defined focus in life.' Jv&tients vary 
from those with a specific goal to those* w)^ are unstructured 
and unaware of any sense of direction. The counselor, in try- 
*ing to s)f\ke a balance, can too often lose sight of a clear direc- 
ticra and, in the orocess of trying to engage the patient and 
attempting to maloS" constructive changes, can/lose clarity of 
purpose and move away from clearly defined goals. 

Traditionally VR clients c^me from backgrounds that are work 
oriented and tend to be separated from the work ^^^^ P'''" 
marily because of their disability^ This creates less of Fciistance 
from society in terms of a total^ life style and is not viewed 
by 'the community with such suspicion and hostility as is di- 
rected toward the drug abuser! Because of thd perceived dif- 
" ferences, the VR counselor may become less concrete, system- 
atic and goal oriented and succumb' to the. pressure to accept 
the patient's interpretation of reality. It is not only ex-addict 
clients who are often unreliable in keeping appointments, timid 
about going to interviews^ reluctant to accept . the routine of 
menial jobs, and lacking in ambition. Similar to other VR clients, 
there is often evidence of a fear of returning \st work, feelings 
of inadequacy and helplessness. « ' ; ' 

Approximately 15 percent of patients are able to meet their 
vocational goals with a minimum of assistance,- and for these 
individuals VR services are not indicated. F^or additional 1.5 
percent, vocational services are inappropriate because of re- 
peated abuse and chronic behavioral disturbance. Attention is 
therefore directed to the rem'aining 70 percent. TheYe are two 
basic patient types within this g^oup, those who are erhployed 
but are dissatisfied with their employment and the quality of 
their lives, and those with sporadic and unsuccessful work his- 
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tories, negatiye vocational experience and a panoply of per- 
sonal-social problems. , 

The counselor's efforts are directed toward exploring the 
reality of the presenting requests and the patient's potential for 
meeting expressed goals. Within the boundar ies of the coun- 
selling contr'act, the subsequent counselling is directed toward 
•helping the individuiL,rexplore his/her reasons ic5 destructive 
behavior and find alternate modes of behavior. ''•*The objective 
of counselling are to help the patient establish an identity 
an employee and to secure and maintain suitable employment 

Requests for job upgrading should be approached wit 
emphasis on the patient's total life situation. Frequently! 
tiepts attempt to change all aspects of their life simultanefcu^y, 
often after a -significant positive /experierice. Cbunselling'is jcik 
rected at exploring the reasons for change and the best possible 
means of achieving expressed goals. Vocational or academic 
training programs may be provided. An alternate means of 
achieving job upgrading may be through encoucaging patients 
to work toward promotion into a more responsible position. \^ 

Clinical process ^ ' 

The goal of the vocational rehabilitation counselor (VRC) is 
not solely job placement. Far more important, the counselor * 
must help the addict develop his/her personal satisfaction, 
social role and earning ability. The meaning of work must 
be enhanced for the addict. The VRC, in order to achieve these 
goals, acts as a lever, focusing on the dimensions of intra- 
psychic devel(3roment, social rehabilitation and work behavior. 

Frequently gr^at p/essure is put on the VRC to*-gloss over 
this clinical plan\n^g process. When a patient requests some 
form of vocational assistance, fhe tendency may be to respond 
only to that need. The pressure is magnified when the patiejit 
IS in a state of crisis, and "the'' job seems tp be the salvation. 
Unfortunately, many former drug addicts are chronically in 
a crisis situation. • * 

For example: A patient s^ys he has to get a job. An im* 
patient judge and a pregnant wife » apply additional pres- 
sure. Everybody else has failed. Th^ VRC muit help. 
It may be difficult, at that point, for the VRC to resist the crisis f^" 
and jt-he pressure. On the other hand, to attempt fo get a job 
for -the patient may not only bextotally unrealistic but may 
lead -to the creation of. increased immediate problems. To try 
to assess the patient's needs objectivelv and sys^^tnatically may 
seem* far-fetched.. However, formulating a picture of the 
■ patient and assessing his needs, although difficult, are requisite 
to treatment planning necessary for quality VR. The outcome 
- of this assessment rr">ay well be very short-term goals. Never- 

.'3 .-^^ - 
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theless, these goaU will exist within the context of reality and 
help to focus the counselor and patient toward future vocational 
^planning. 

A need for definition * ; ' 

Concurrently, vocatiorT&l rehabilitation has become more ac- 
cepted in addiction treatment. Treatment programs are request- 
ing a means for meeting patients' vocational needs. 

The community, including business and industry, is becoming 
involved in the VR of addicts in treatment. Various levels of 
government and private foundations have supported the ex- 
pansion of vocational services and encourage the leadership 
and professional role of VR. * * . 

With the increased focus on the employment of the ex-addict, 
greater numbers of staff are directing their efforts toward de- 
veloping expertise in the area of job development. Under pres- 
sure f6r guifljtffic* from these fndividuals, it is important, per- 
haps even JM'gent, that VR declare its goals and make the clinical 
procedures! v'^'^'®- 

Towards thX^uture of vocational rehabilitation 

Perhaps it be a relief to know that in certain program;^.-^ 
VR has alread^\leveloped an impressive record in addicJWn 
treatment/-*' >Jj/is hoped that by considering the skills o.m VR 
methodically and systematically, VR can be helped to meet 
these expanding needs, the concepts of VR can be taught to 
others, and the benefits can be brought to greater numbers of 
adoicts. 

TnK:procedures described in this volume are part of that pro- 
cess of systemization and self-examination. Although this ''work, 
concerns VR of the drug abuser, and was stimulated by the 
needs o{ drug abuse programs, it is felt that the efforts of sys- 
temization are applicable for other psycho-social disability 
groups, Tho: principles are the same; the tools: are adaptable. 

In some situations the rJole of ttje VRC is poorly understood, 
not visible or vague, counselling is without goals and lacks the 
tempo of progress. The VRC often feels isolated, overwhelmed, 
frustrated and disappointed. Referrals are inappropriate, em- 
ployers are resistant and patients are ^demanding. Relation- 
ships based on trust and acquired throiJ^h prolonged, diffuse 
counselling sessions are often fragile and tenuous. 

When these problems surface in the context of program plan- 
ning, in-service training and supervision, the blame for clinical 
failure is placed on the patient rather than on the interaction, 
A myriad of feelings often prevents a focus on the patient. 

The key^ elements in this procedure include the diagnostic 
tools of the Vocational Structured Interview Form, which is an 
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interview guide (See Appendix E) and an attitude assessment 
based on the Semantic Differential (See Appendix PO. These 
are Msed to develop a written treatment plan. The tools and 
plan are used as the basis for clinical supervision, in-service 
training or consultation. 

Clinical Procedures 

The process to be described has been developed to enhance) 
VR services by emphasizing individual patient assessment, treat/ 
ment planning, and the supervisory process. 

In our setting wb have nine professionaTly traitied VRCs wrio 
are full-time employees of Beth Israel Medical Center workir 
in the Methadone Maintenance Treatment and Alcohol Trea^menf> 
programs. Each counselor has a Master's .degree in VR and a 
minimu^n of one year's professional experience. Each is in- 
volved in two hours of weekly group supervision. 

Assessment Tools: Vocational Structured Interview Form 

To facilitate treatment planning in the VR of drug abusers^ 
we have developed a structured interview procedure which is 
used for initial diagnostic assessment. It was hypothesized 
that such an interview oulline would encourage structure in 
meetings with patients as wfell as serve as a device which could 
b;e "sed in treatrne^ plan/ing. 

The form selected haar been initiated by the department 
for a research projec1\cgiiraucted in 1-971^1 It had been developed 
to record patient information in a systematic fashion, but had . 
not been used in clinical supervisory sessions. The form was 
converted for such use with minimal Revisions. The wording is 
appropriate for our patients, the sequence is clinically sound, 
and there is sufficient space available to record findings. 

A brief discussion of the way in which the form was de- 
veloped may help give an understanding of the content. 

The VSIF is intended to focus the diagnostic interview and 
to facilitate the recording of clinical information, pertinent to 
, the provision of VR services. It was developed to structL#e 
the interview situatiqp and provide systematic information on a 
wide variety of relevant vocational issues in a patient's history. 

The VSIF was developed by the VR* staff who proceeded 
by selecting topics, "appropriate for the initial VR interview. 
The purpose of the initial interview is the determination of 
the vocational and personal/social dimensions necessary for as- 
sessment and planning. Factors of expediency and compre- 
hensiveness were considered. Although the time required to 
complete the form ranged from an hour to an hour and a half, 
fength became a secondary factor as appreciation of its clinical 
value increased. 



Initially there were negative staff reactions to the time neces- 
sary for completion, but as they worked witji the VSIF, time 
and length became less significant. The comprehensiveness 
of the material gained in one interview reduced the necessity 
to focus on basic historical information in subsequent meetings. 
The process of complecting the VSiF was found to stimulate the 
patient into thinking about many aspects of vocational de- 
velopment. ^ 

Attitud* Assessment 

The second tool we have developed for bur clinical procedures 
is based on the semantic differential.^- ^ 

The staff selected paired words which relate to and are sig- 
nificant in VR. Some of the words were general and might 
be used in other fields; some pairs of words — skilled-unskilled, 
experienced-inexpQnenced — are directly related to the con- 
cerns of the VRC. » 

This attitude scale provides a more specific means and .vo- 
cabulary for describing a patient. It is used to elicit staff at- 
titudes towards specific patients. 

Used in coniunctiorv with the VSIF juat described, the seman- 
tic differential form prpvides additional ir>formation for com- 
prehensive patient assessment and development of a treatment 
plan. 

In order to describe a patient by one of the words of a pair, 
it*is necessary to consider the Ingredients of each word. For 
example, a patient may be described as motivated (rather than 
unmotivated) to go to worl^. Because "motivation" may gene- 
rate differing reaction, the counselor has to consider "motiva- 
tion" in more specific and descriptive ways. In the process of 
being more descriptive, it becomes necessary for the counselor 
to explore feelings, attitudes and assumptions in order to as- 
sign the appropriate dimensions of a concept to a patient. 

Discussions surrounding this type of ^ttitude asses^aient lead 
to a clearer understanding ajDouh distinctions In degree In as- 
sessing accomplishments in^ different life style environments. 

The/semantic differential^ form helps counselors to become 
^ more sensitive to and understanding of contradictions in a pa- 
tient's presentation of self. It is apparent that the counselor 
may need to legitimize a contradiction rather than explore the 
Implications. Once the counselor>is clearly aware of the con- 
tradictions, he/she can better help the patient to understand 
them. ^ ^ 

Systematic treatment planning 

All forms of therapy are interventions; they differ only in. 
means of developing and carrymg. out the plan. In theory, 
treatment intervention requires systematized planning; in re- 



ality. iittje attention is given to systematized planning of treat- 
rnent. The conseqDences of failure to formulate a treatment 
plan are sloppmess m counselling, httle -^^ectivity, and, seem- 
'ngly, an over-abundance of erriotion, contradiction/competition 
and lack of scientific inquiry ^ 

An integral part of treatment planning is the assessment of 
the needs of the patient. The assessment process includes ^n 
accurate formulation of a patient profile, including achievements 
and limitations. The patient has to be seen as objectively and 
realistically as possible The many- barriers to objectivity, 
whether or not they are consciously constructed, are deterrents 
to effective^^plannmg, and to the rehabilitation of the patient. 
Understanding and overcoming these barriers contribute to the 
counselor's ove/-all assessment and treatment of the patient. 

The availability of a ^written plan and specific goal orientation 
give counselors the chance to periodically reassess the patient's 
growth and needs, as well as to make the, plan visible to other 
members of ,the ream. The implementation of '-the plan be- 
comes a means of remaining constantly in touch with a care- 
*tu|y thought-out approach and facilitates a ^closer and more 
ree^listic clinical procedure . It be.comes possible to explore the 
reasons for individual responses and, ultimately, to arrive at a 
comp^rqhensive perspective on the patient. " 

Clinical Supervision ^* 

The ability of the^ VRC to treat addicts demands both tech- 
nical skill and personal integration. The job is challenging, 
often ^frustrating, and .. frequently laden with pressure and dis- 
appointment And yet it can be highly gratifying. 

In ordi?r to maintain a balance of the parts, and indeed to 
mcrease *the opportunities for gratification, the counselor is pro- 
vided with the opportunity for supervision. Supervisi^on is di- 
rected at improving technical skills and resolving personal con- 
flicts and obstacles to learning. For the counselor to take full 
advantage of supervision, a willingness to feia. open to growth 
and change is required. Although the prospect of such per- 
sonal confrontation may Ipe^larming - at first, the counselor, in^ 
realizing the possible benefits/ becomes receptive to addressing 
needs of the clients. ^ * 

Supervision seeks to reduce the possibility that personal ob- 
stacles may be transferred to the client and restrict oppqrtuni- 
ties, punish (jehavior or exaggerate permissiveness.' The more 
the counselor is ready to learn to develop technical skills, the 
better prepared he 'she is to accept the client's struggle to 
learn and grow.^'^- 

With these goals in mind, supervistdn has become ^an In- 
tegral part of the VRC staff furictiohing at BIAAC. Initially, with 



d ^mall staff, supervision was in a one-to-one situation. As 
the Size of* the staff increased, group supervision becanne neces-* 
sary. With group supervision came the realization that learn- 
<• ing- with peers facilitates the speed and, perhaps, the depth of 
learning. VRCs,' who dften feel isolated fronn>each oth^r, are 
able to share their positive experiences as» well as their prob- 
lenns. With ^ structure in which to operate, the" "nnystery" of 
VR 'counselling and supervision can 'be dispelled and patient 
^nd. staff need% addressed. • • ' , 

* ^ The' patient, a^escribed in the VSIF, is presented in group 

supervision. The use of the VSIF allows the group to gain 
comprehensive information about t|ie patient in a concentrated 
manner. It allows them be able to form^ulate an objective pic- 
turfe of the patient^ as opposed to other Supervisory situati<i.ns 
in which the presenting counselor would be called on to ^dfve 
a patient profile based on personal experience. Certalnly,^be- 
fore the VSIF was used, there were many com*plaints of lack 
of awareness about- the patient's life and needs. With this struc- 
tured form, it is possible for a counselor to consider a wide 
variety of areas of the patient's life. 

Questions left unasked or unanswered are helpful* in the 
supervisory situation. The staff is able to examine the degree 
to which the "blanks" reflect the counselor's attitude toward the 
patient^. When a #Dunselor gives an incomplete profile of a, 
patient through limiting the use of the VSIF in the interview, 
' tbte group 'i^^^ble to deal with the lack directly. They can ex- 
press feelings of bJeing deprived of Jnformatioo necesjary to 
their own patient assessment.^ It is possible for a patient not 
to receive assistance because important information is deemed 
< irrelevant by the counselor. This problem is obviated by the 
^ . form's comprehensiveness. 

The style in which the VSIF is pc^sented in the supervisory 
session conveys the attitude or approach t* the patient held by 
the- counselor. One staff member might review the VSIF 
slowly, another very quickly. It is noted that a sloy reading 
n^ght be reflective of hesitance to b'egin work on problem areas. 
4 quick reading, on the other hand, might be a glossing over 
of details, The VSIF, when used'' in supervision, becomes a 
. projective device. It gives the group something ^ concrete to 
respond to. There is no linger a need to question *omitteci 
details; rather, the exploration foQUses on quality* in the ap- 
proach to" the patient and his/her ^neegls. 

A review of the semantic differential form and the VSIF, in 
the supervisory session, shows that the counselor ^needs clari- 
fication in defining and assessing the patient. The combination 
of VSIF and the semantic differential are ess ntial in the clari- 
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f-ication prpcess. The consequence of (Using both instruments is'*-- 
the ability to deal more appropriately with the patient. 

In supervi?ion, the structuring of clinical pr6cedures, once 
implemented, dissipates the counselor's resistance to learning. 
Initial pressure to get^ a task done is soon superseded by an 
increased concern wifh assessment and planning. The structur- 
ing is beneficial 4to the organization of responsibilities and the 
realization of -limitations and potentialities of parrying out a pro- 
fessional* role. The benefits of the process are not achieved, 
however, without group and personal struggles. The need to 
continually^cSnsidec) the grou^ proc2ss and reflect on problems 
of integratTon, clarity and acceptance is of prime importance So 
group grov^th. ♦ 

The supervisory sessions indlude tim^ for grqup m^mtpers to 
dijcLss 4h*eir learning problems' a ad ref]e;^t on changes acco(Vi\^ 
plisTied. The counselors begin to identify.Hristances oi increaseci' 
"^knsitivity to>verbal "and non-verbal interaction witfi * patients 
anoi are! better able to explore patient needs. When experiences 
within the c'^unselling sessi(^s are connected to those, in the* 
group supeiwi^ory ^ sessions, the need for direfct, ooen and 
honeH* comnjiynicatioo and ^^conscious response^ to inieraction 
is clarified. * - 

Direct efforts are made to enhance communications wHiJjfL the 
gro^p and to geMo the underlying dynamics of behavior. Once 
commitment is made, there is an increased ease/if>^presenting ^ 
patients and developing specific, freative treatrryfenF plans. " 

Key ifsues irf VR counselling i^ 

/ing is a summary of ^he factors^ to be o^alt with in' 

' the cou^ of the counselling pTQ^ss. They are considered 

rel^ant^o potential clinical -experiences since' they represent 

sources of influence on the client-counselor relationship. 
* 

]. Consider addiction as a disability. 

2 Focus on the details of VR and thfij VR needs of clients 
as individuals. » 

3. Concretely define the counseling process and establish 
a contract. Few ex-addicts aj^c sophisticated about one- 
to-one relationships. . % 

4. Resist mating assumpt/ons about patients. The client's 
nee^ to apj^ar positive or negative may be S denial. 

5. Be influenced by the needs of the patient. The patient 
may not want to appear in need. . 

6. Listen closely to the ciieirjt and be in touch with the? feel- 
ings expressed. 



7. Confront, question, explore what the client is^ asking for. 
The ex-addict 'has been subjected to much questioning 
but little that was positively 'oriented. 

* 8: Feel a sense of. responsibility for the care of the patiert 
■ but not , to the point where it does not allow for the 
patient takina responsibility fpM^^m/herself . The de> 
pendency jjt^^i^n^^a£pe^rs may! be all the person 
knovys so/far , ^ Drygs'^ulfilled manV. needs! There is a 
need fof/ jDOsitive suhjtitute^ that /are self-determined. 

9. Be in tduch with self ahd client. / 

^10. Counsel \ with creativity* and expand the ^opportunities 
* ^or the c\ient. 

1 1 . Be willing and able to make definitive statements 

VR cannot exiat rn an environment tha{ does not allow for 
growth andi change. If a patient and a. counselor are discussing' 
the degree x^t^^sponsibility necessary to function- as ^ pro- 
ductive memjper of society, the relationship must encourage 
behavior which* allows for this goal to be ^rnef. The addict 
must be helped^to deal with his/her problems in af atmo- 
sphere thaiitonveys confidence and respect. These elements 
are especially necessary for a group which has had little 
respect or acceptance from the cohimunity. ^ 

^ The problems of the abuser in going back Vo work, in any. 
capacity, are so large and diversified that the VRC must bej re- 
ceptive to individual- needs and the individual means ^or en- 

' hancing r^habili^ation. 
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CLINICAL PROFILES 

Introduction 

The Clinical Profiles section demonstrates the impact of the 
clinical procedures' on the patients tor whom problems were as- 
sessed and plans developed. Thcee cases are presented in 
depth to allow for fhe broa.dest possible insight into our ap- 
proach to assessment and planning. 

For those who have had. experience working with ex-'^ddicts, 
the content may not entirely new. Hopefully, however, 
"old" learning can be reinforced and expanded through the 
sharing of experience with others. . ' - " 

For those who have .not had. the occasion to work with the 
fqrmer addict, these cases may provide a stimulus to proceec^and 
dire(;.tions to consider. Styles and means of interaction may 
already be» developed, but through the experiences of others 
it is possible to gain in new areas. 

For ^he supervisor the^ content of this volume represents an 
orientation to VR which, can be implemented where appropriate. 
The personal and professional rewards available for the 
supervisor from an integrated and well-functioning' team are 
a stirhulus to further* growth and development. There is a never- 
ending urgency to be expansive and innovative in dealing with 
Hie needs of the addict population, as well as with the staff 
which attempts to meet these needs. 

The Clinical Profiles cfemonstrate that it is possible to define 
and implement realistic improvements in clinical services. Note 
should be taken, (;iowever, that irnprovement of old problems 
is often followed by the emergence of new ' problems. 
First Clinical Profile (See page 37 for completed VSllF) " 

Rationale For Selection 

In our setting, where admissions are on-going, there are pa- 
tients who have been in treatment for three months, are stabi- 
jized on methadone but rem^pin unemployed. This category' re* 
presents a group of patients in a crucial stage 6f change who 
may well benefit from early vocational planning^ As reflected 
by this patient, it is possible:; to formulate a patient profile and 
to consider the way in whicli a counselor responds to a patient 
who is new in treatment. ' 

Patient Profile 

Ms. X is a 43-year-old white woman, the mother of five, 
separated from her husband and living with a man she describes 
as a "companion." ^ The pati'ent was admitted to the prograhi 
thr&e months ago and has been engaged only minimally in 
clinical activities. She claims to have become an addict many 



years ago but has had no successful treatment e^cperiences. She 
hacJ'many detoxifications. In addition to her drug problems, 
she has had three operations for colitis and has varicose veins 
in both legs.* I'M. X has had little work experience except for 
several months as a chambermaid. The- patient was referred to 
VR because she had been drug free for several months but 
was not showing interest in anything. Her general counselor 
felt that vocational activities might be helpful] to Ms. X. 
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Plan Formulation 

During the group supervisory session, after dij&fA^ssing the 
patient's ''self-presentation during the initial interview, group 
participants questioned details that had not been included on the 
form. 

What was occurring during the session was a consideration 
of the use of the VSIF as a device for a clinical supervisory 
experience. The initial confrontation with the lack of <om- 
pleteness 'in the VSIF occupied much of the first session. Since 
the VS!F is a structuring device, its use brought out a concern 
for details, and a need for cjarity in presentation. Much energy 
was expanded in response to the completed VSIF and the 
initial patient interview. 

Effort was then directe^ to developing a treatment plan. 
However, the group members were divergent in their percep- 
tion of the patient, partly because of the details missing from 
the 'VSIF. -When*? the details were provided by the intervievy- 
ing counselor, the patient profile was expanded. A treatment 
plan developed by the interviewing counselor was presented. 

Initial Treatment Plan Presented by VRC 

* 1. Patient should undergo medical .evaluation to determine 
what limitations, if any. are irriposed on employment 
by physical condition. 

2. Patient should be helped to accept these limitations and 
to follow through on medical advice regarding such treat- 
ment as may be prescribed. 

3. Patient's general life style should be evaluated to de- 
termine what obstacles to rehabilitation exist. 

4. Paljent should be helped to understand these obstacles, 
and, how they may be overcome to as great an extent 
aSt possible. 

5. Patient should be helped >o begin structured activity so 
as to learn fundamentals of work-oriented behavior. 

6. Patient should be encouraged, through ^counselling re- 
lationship, to explore areas of interest and ability so as 
to widen range of vocational possibilities. 

12 



7 Patient should be encourat;ed to undergo a vocational 
evaluation so as to be exposed to a variety of work tasks 
which may not previously have been considered. 

8 Patient should be encouraged to gain awareness of 
sources of satisfaction and of stress as these relate 
to work activity as well as to life style. 

9,. Through ^combination of counselling and evaluation, pa- 
tient should be helped to und^erstand own feelings 
about work and to evaluate own strengths and weak- 
nesses 

10. Patient should be encouraged to explore possibilities 
and to evaluate them as they relate to increasing aware- 
ness of self as worker. 
11- Throughout process, patient should be helped to bridge 
whatever gaps exist between vocational areas and gen- 
eral life style, so as to increase the meaningfulness of 
the vocational exploration and counselling experience. 
The following discussion of the treatment plan is meant to 
serve the purpose of sharing the discussion process (including 
commentary on the relevance of the steps involved) and a few 
of the suggested alternatives, 

Discussion of Initial Treatment Plan 

Initially there was an emphasis on medical evaluations and 
an assessment of strengths and limitations in terms of ultimate 
vocational capacities. Although this emphasis reflected ac- 
curacy in evaluatiSn, it was seen at first as superseding the 
establishment of a positive relationship. Also reflected was 6 
"doing to" the patient rather than helping the patient do for 
herself^ Despite the appropriateness of the plan, its value was 
likely to be lost because of -a lack of rationale and creativity. 

The group took exception to the Jack of focus on engaging 
the patient in a coL«nselli^g relationship, is well -as the seem- 
ingly minimal concern about the patient's ability to interact 
wi'lh the environment without the use of a drug. This con- 
veyed a feeling of opt-imism about the patient who had not 
^ yet experienced failure since entering treatment. 

The first step in a plan for this patient might better have 
explored possibilities for establishing a relationship that was 
su;., portive and sought to remove the patient from a perceived 
sense of communal isolation. Relationships outside of treat- 
ment are often, at this point in treatment, imperceptible in 
ter/Js of nature, and depth. There is, therefore, a need to de- 
velop a relationship with the patient that Is focused. 

For this patient, Ms. X, the eventual recommendation for 
the first step is that the patient be accepted by the VRC in an 
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effort to facilitate participation in other recommended clinic 
activities. The next step is that the patient's strengths and 
weaknesses be explored in an effort to help her, perceive ac- 
curately her place in her surroundings and gain a sense of self. 
Ultimately the exploration is expected to expose to understand- 
ing the patient's life style and the degree to which the life 
style would be supportive of or contrary to vocational rehabili- 
tation. 

With a basic understanding of the patient's limitations and 
current If'fe style, the counselor and patient can begin to en- 
gage in vqcational exploration focused on what could be done 
to change the current situation. It was suggested that a struc- 
'tOreci acfivrty might help the patient learn the fundamentals 
of work-opiented behavior. While this suggestion ^was certainly 
valid, the means of achieving it were missing the suggestion 
was vague and undefined, lacking specificity and creativity. 

What might be considered is a vocationally related activity 
such as a school course or a volunteer job. Both of these would 
provide a means of socialization and structure with a minimum 
of stress and physical exhaustion. In addition, either would 
provide an opportunity for reality testing outside of the coun- 
selling relationship. 

The initial plan suggested - using the counselling relation- 
ship to explore areas of interest. Here again there is little 
acknowledgment of the patient's involvement in her rehabili- 
tation. The patient has a narrow perspective of* her own pos- 
sibilities. If, however, sh3 can be involved in her own plan- 
ning, she might be in a better position to consider alternatives. 
Through cooperation in planning, the patient can learn about 
herself and the world of work. Without cooperating in planning, 
the patient too often perceives anything as a possibility, and, be- 
cause too many alternatives are confusion, nothing is possible. 

The seventh step of the initial treatment plan fits in well with 
the revised plan where it did not in the initial plan. In.^the 
original plan, the recommendation that the patient undergo vo- 
cational evaluation is more than questionable. There is doubt 
that the patient- could move from inactivity to a workshop evalu- 
ation solely through the help of counselling. Even if she could, 
At would be expected that her learning experience would-be 
limited. 

The remainder of the initial plan dealt with gaining satisfac- 
tion with work evaluation and understanding « feelings about 
work. As a totality, steps seven through eleven tend to be 
vague and redundant and can perhaps be combined into one 
step.' Without more specificity th^e is a feeling of gliding 
along a path of increasing self-awareness with minimum 
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vocational orientation. This "gliding" leaves the counselor with- 
out direction or milestones of - grov^th for evaluation an/d sug- 
gests little for the patient in terms of outcome. 

The discussion of the initial plan focused on these issues. 
iA/hile no concrete alternatives were offered a^ the time, the 
need for revision was obvious. The following revised plan 
was offered as an approach fo'r this patient. 

Revised Treatment Plan 

1. Elicit the cooperation of the patient to engage in a coun- 
selling relationship that is structured and oriented to- 
ward achieving a. realistic vocational goal. Emphasize 
the support possible within the relationship. Share an 
understanding of the continuity of relationships in other 
treatment situations, especially the clinic and the pa- 
tient's relationship with the referring counselor. 

2. Explore, with the patient, the current life style as it re- 
flects an environment in which vocational activities can 
be a realistic- component. This exploration would in- 
t/olve a clarification of personal, social, medical ar^d vo- 
cational activities as they enhance or limit vocational 
development. Encourage patient to^ engage in thjs as- 
sessment's an effort to become more sensitive to her 
enyTfonment and to consider it as a contribution to her 

3. y indicated, engage patient in speciality evaluations con- 
sistent with possible limitations. In this case, a compre- 
hensive medical evaluaticfn should be suggested to 
clarify for patient and counselor the extent, nature, pos- 
sible treatment and limitations of her medical problems. 

4. Assist patient's engagement in a structural vocational 
activity which will legitimize the stated vocational de- 

' velopment goal. Provide ths patient with an oppor- 
tunity to learn from her own experiences and bring first- 
hand material to counselling. A part-time volunteer posi- 
tion or one course which may be academic or avoca- 
tional are suggested. Encourage patient to share these 
changes with companion since such changes may disrupt 
^ relationship. Offer assistance in clarifying^ conflicts. 

5. Help patient absorb developments and growth resulting 
f/orrj counselling experiences, thus providing a struc- 
tured learning experience. At the same time, consider 
with the patient the legitimate • next step. At this point 
in coonselling, the patient may have gained awareness 
and sense of her ability to work. If so, it is appropriate 
to channel this- awareness in a specific iBirection such as 



an evaluation in a sheltered workshop which can pro- 
vide a nnore comprehensive and definitive environment. 
6. Work with the patient to adjust to new environment 
and to help in changing self-perception. Consider with 
patient alternatives reconamended through this experi- 
ence. Support levels of decision-making regarding de- 
finitive course. 

These points are the basis of an .initial treatment plan geared 
toward helping the patient begin ^ to develop realistic vocational 
goals. There is ho time limit to the individual steps. It is dif- 
ficult to. anticipate the speed with which change can take place, 
or to anticipate th'e degree of change. There should be an en- 
couragement to recognize exigencies, but sight should not be 
lost of good clinical practice. ^ 

Once the mutual goal has been achieved, the plan can be up- 
dated to reflect the nature of the on-going relations as it re- 
lates to implementation of a more definitive course. Thfe up- 
dated plan may include helping the patient arrange for school- 
ing or pref:iare for work. It would be premature to develop 
such an up-dated plan before this prelimijnary exploratory course 
is completed. ' - . * 

Second Clinkil Profile (Se^ page 39 for completed VSIF) 

Rationale For Selection 

A significant number of individuals, in the MMTP have been 
in treatment one year, are unemployed, but want ^to work. .They, 
represent a large proportion of the patients referred for vo- 
cational rehabilitation counselling. For patients who are unable 
to resolve -their difficulties and establish a new- life style within 
the first year of methadone maintenance, there appear " to be 
clinical issues which may be resolved by conl-prehensive. voca- 
tional assessment and planning.* 

The clinic staff often reviews the .cases of patients who have 
been in treatment for one year ' to determine plans for future 
j,treatment. It is within this context that a patient who presents 
the paiient counselor with few achievements but a desire to 
lead a productive life may be referred to the VRC. The motiva- 
tion of the referral is to help the patient to change the current 
life style, to adapt to a new way of life, Vid to face the future 
more optimistically. As is demonstrated in (the following discus- 
sion, the vocational area is frequently not the only one in which 
there are disruptions or 'lack of achievements. The patient, 
without a grasp of a meaningful life, is often found not to have 
made a clean transition from a- former life style. Indeed, the 
patient may be peripherally involved in conflicting ways of life. 
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Patient Profile 

Mr. Z is a 36-year-ofd black male who became addicted to 
heroin at age 15. He has served more than ten years in prison. 
Although he has a high school equivalency diploma,, he has 
T^ad^xjnly p few short-term jobs. His longes't "square" position . 
was two year_s) as a shipping clerk, four years ago. Mr. Z has 
spent most of ' his life in street-oriented activities. Since enter- 
ing treatment he has been a street vendor of perfumes. He 
is dissatisfied with this work because the'^come is unstable 
and he is afraid of being arrested for not having a vendor's 
license. His wife is physically disabled and confined to a wheel- 
chair and unable to leaveMheir hotel room without assistance. 
Mr. Z expresses anxiety regarding his present situatioh and a 
desire to change to one that is more conveationaJ and socially 
acceptable. 

Plan Formulation 

When Mr. Z's case was presented to the supervisory group 
there -were quest-^oTn^. about his work status which had to be 
clarified before a^y plan could be developed. Could he be 
considered employed? The two status alternatiyes- that be- 
came crystalized were based on his level of sophistication! Al- 
though he was sophisticated about the street and his job as an 
unlicensed vendor, he was aaive and InexperienCfed about func- 
tioning in the -"square" world. This dichotomy made further 
clarification of him as an individual necessary in ofider, to plan 
'a course of treatment. To see Mr. Z as inexperienced would' 
negate his life experiences as an addict and his pr^^nt job as 
a street salesman^ To see. him as experienced, wo&ld be to 
overevaluate the degree to which his- past functioning prepared 
him to cope in a non-drug environment. The group was divid- 
ed as' to a definition of the patient in* these experie^nced-non- 
experienced, work-nonwork terms. ' 

The group^ discussion focused on the need to address the 
degree to which one's life style is transferable as a learning 
•experience for another drastically different life style. The group 
also e;<pressed a ne^d to understand* the degree to which the 
counselor's norms and expectations influenced the evaluation 
of the patierit. Conformity was apparently not Mr. Z's goal — 
nor need it be ^he goal of the counselling relationship. There 
was, however, "a r»eed* to determine the degree of conformity 
desirable and realistic for thi$ patient. 

Seemingly, other individuals in a similar situation are unable 
to assess themselves, their feelings about work, and their role 
in life realistically. The only experiences that were at all 
clearly understood by the patient were related to a period of 
addiction. The treatment process had, after a year, not yet 
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been successful in effecting any significant life-style changes 
other than termination of drug use. 

A basic clinical issue was, therefore, a corfsideration of the 
degree to which a patient can develop a personal identity and 
an awareness which w*ll allow for planning. In order to ac- 
complish thiS, or even to begin to address the issue, there is 
a need for the counselor to clarify his/her reactions and as- 
sumpftions. Without this self-clarification on the part of the 
counselor, the patient cannot have jr full range of voca^tional 
possibilities! to consider./^TPrbe counselor can address theNdis- 
crepar^ies and ambiguities as Ihey are received, the patient can 
have the benefit of reality testing in a supportive situation. 

In the case of Mr. /z, the use of Hie semantic differential 
was essential to accurately describe feelings and come to terms 
with the patient's realities and the degree to which they in- 
fluence his life. Some of the words used to describe Mr. Z, 
by those. who saw him as' experienced and sophisticated, were 
active, strong, industrious, flexible, serious and'-talkative. Coun- 
selors who saw him as inexperienced and naive described him 
as weak, calm, staid and serious. !n addition, there were ques- 
tions as to his level of hesitancy and cautiousness, Further 
discussion led to a clarification of Mr. Z's profile as that of 
a person apparently in great conflict, living between two worlds, 
neither of which was strong enough to cause more movement 
than an appointment with a VRC. It was agreed that Mr. Z 
was ambivalent about change, that it would take a long time 
before h^ could clarify his position and legitimize his desire 
to change. Certainly, th^ ^degree to which he felt in crisis would 
have. a bearing on the outcome of his treatment. 

The treatment plan went through many revisions as the coun- 
selors worked on a theory that would be suitable for working 
with this patient.. The treatment plan shown here is the last 
revision. 

Revised Treatment Plan 

1. Work with patient toward developing a trusting relation- 
*ship through which the patient can be helped tcj feel 

more confident and consider the possible- changes he 
wishes to make in his life. The relationship would pro- 
vide accep.tance "off the street" v^^ere structure, limits 
and goals can be established. ^ 

2. Cpnsult clinic staff'about the patient's physical condition 
and support patient in following through on recom- 
mended medical treatment. This consultation will assess 
the degf'ee of liver damage present and its potential 
limitations for the patient. 



3. Explore with patient his present life style and help him 
clarify and evaluate its advantages and disadvantages. 
The exploration should address the patient's need to in- 
crease his self-awareness and evaluate what he has learn- 
ed on the street. Through such evaluation he may begin 
to see what he has to give up and what he may gain 
from changes. He will have an opportunity to . make 
whatever .decisions he can, based on more logical input 
than has been available to him. 

4. Explore with pa'tient his present and past work experi- 
ences. Ah exploration of past and present work experi- 
ences will help the patient broaden his scope of occu- 
pational information. In adcjition, he may come to learn 
what skills have been involved in his work, and tq un- 
derstand whether or not these skills ^can be related 'to 
possible vocational desires. 

5. Consider, with the patient, alternative work possibilities 
- available as a means of seeing the realities of more 

structured work. A part-time or temporary job might 
provide a meaningful experience, a reliable income and 
a source for further discussion/ 

6. If the patient is able to accomplish the preceding goal, 
discuss the meaning*of more conventional work-oriented 
behavior. The discussion should be concrete and related 
to patient's present work. The discussion would help, the 
patient relate his strengths and weaknesses to a more 

' conventional work situation. 

If the patient is able to achieve success i\these efforts^ the 
ipollowing long-term goals might be consider6<^ 

1. Explore the possibility , of and the patient's feelings about 
further evaluation and/or training. The outcome of this 
exploration will ultimately determine a further course 
of treatment. The,^degree *to which the patient wishes 
to change, with the opportunitv to consider alternatives, 
will relate to a subsequent referral. 

2. If the patient is agreeable to a further exploration of 
change, this might include an exploration of his current 
social relationships and the degree to which a major 
change might affect them. This exploration might In- 
clude involvement in a group which would consist .of 
individuals interested in attair^ing a ^structured work ex- 
perience. It might also include a referral for vocational 

" " evaluation or direct full-time job placement. Referral 
. or placement would depend on the patient's desire to 
achieve long-term goals. If more immediate steps are 
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indicated, referral to a jOb with on-going counselling con- 
tact might- be suitable If the needs are less immediate, 
^exploration in a, workshop might be appropriate, o 

Thrrd Clinical Profile (See page 41 for completed VSIF) 

Rationale iFor Selection 

Job satisfaction and consideration for upgrading are integral 
to high equality VR. There are patients in treatment more than 
one year, who are working, but want a job change. These in- 
dividuals have made an initjal satisfactory adjustn^jent to the 
Methadone Maintenance Treatment Program but want, to im- 
prove their life situation, especially vocationally. In most in- 
stances the interest the patient expresses, in terms of VR, is to 
have an opportunity to explore alternatives to his/her current . 
work situation. It sometimes develops, however, that the pa- 
tient is asking for more than a job change and that he/she may 
be experiencing problems in areas of socialization and leisure 
time activities. The desired vocational changes'' are the focus 
of contract with the VRC. 

Patient Profile 

Mr. X is a 22-year-old, well-dressed, white male who has 
completed the tenth ^grade. Mr. X became addicted at 15, but 
was never incarcerated. He has been on MMTP for four years 
and bas been employed as a night elevator operator, on the same 
job, for three years. He had training in printing and courses* 
in electricity in high school. Mr. X lives with his mother and^ 
four siblings. He is engaged to be married; his fiancee lives ojjt" 
of the city. He expresses interest in returning to school and 
establishing , himself in a better job. Although he is responsive 
and eager for assistance, he is unanimated in his self-presentation. 

Plan Formulation , ^ 

The initial discus' 'on of Mr. X revealed a dependent indi- 
vidual, living with his mother and four sisters, who was being 
encouraged by his fiancee and her father to improve himself 
vocationally. ^ \ie presented no conscious acceptance of his 
achievements while on MMTP despite the fact Ws^ai he was n'o 
longer continuing .his seven-year addiction history, it is im- 
portant then to help him evaluate his strengths and weak- 
nesses as they influence his present situation and his future 
goals. 

• Exploration with VRC will rhake it possible to consider al- 
ternatives for employment or education that might be available 
for Mr. X. It is important to understand that a counselor's 
clarity of treatment goals and' approach have a ^significant ef- 



feet on treatment outcome for the patient who conveys ambi- 
valence about making change. 

The patient was seen as having his addiction under control, 
maintaining employment and considering career alrernatives. On 
the other hand., he was cautious m his approach — two training 
program attempts were not completed — and needed to be 
urged by others to make changes. In addition, AAr. X was con- 
sidering many different changes at the same time: getting 
married, moving out of state to a rural area/ returning to 
school His approach to change reflected some elements of a 
generalized breaking out", but lacked clarity of desigrt and 
purpose. 

As the counselors described their perceptions of the patient, 
insight was gained as to the need to avoid assumptions about 
him Instead; counselors^ found thaf he should be encouraged 
to explore alternatives and that the counselling relationship 
should include the sharing of the need to establish priorities 
in order to help the patient direct himself appropriately. 

Insights into this patient are relevant in different ways for 
other patients m a similar situ^ion. The basic need is to de- 
velop a realistic picture that neither punishes the patient for 
not bemg someone he isn t, nor overestimates him ±)ecause of 
his accomplishments. * 

Job up-grading is an anxtety provoking concept that is un- 
familiar to many addicts and may generate anxiety -in profes- 
sionals as well. It IS necessary, therefore, to develop a sensi- 
tivity to the inherent dynamics of lob up-grading. What is con- 
structive change? 'What personal awareness is necessary, to 
decide on a chaage? What role do prestige and. status play in 
job change? Can the capabilities of the patient be over- or 
underestimated by the counselor and/or the patient'? With what 
conse.cjuences? How far can someone the counselor sees as a 
patient move out of the mold of /'patient" without generating 
inappropriate judgmental elenjents? ^ ■ 

Initial Plan 

1 To establish a counselling contract and begin exploratory 
vocational counselling to help patient continue his voca- 
tional development Begin by focusing on his likes and 
dislikes about |obs, his successes or failures and what 
he has learned from them as a basis for thinking about 
a future fielfi of work. Discuss with patient his feelings 
about changing his life style in relation to himself, family, 
and future marriage. Discuss hobbies, school, history, 
earher vocational interests. 

2 Skill assessment. Probable vocational ai^id "aptitude test- 
ing, followed by discussion. 



21 



3. Probable referral bV encouragement for patient to pursue 
areas whe/e remediation may be needed in preparation 
for high school equivalency diploma. 

4. Continued counselling to involve patient in active pursuit 
of possible area of training. ' » 

5/ Trai.ning with continued counselling to integratei specific 
training experience with vocational goal. Help patient to 
continue to explore possibilities in rural areas. v 
6. Placement. 

Discussion of Initial Plan 

^ This plan indicates that the patient was seen as Flexible and 
dependable and the counselor would take an active and direc- 
tive* role. The expectation was thaj, given the opportunity, the 
patient would do what was needed to be, done. 

The fif<t step in the plan made many assumptions about the 
patient and the possibility .that his past could be "lumped to- 
gether". There was no flow npr progression in establishing a 
^ plan for treatment. Although the patient was seen as flexible, 
he was not given much room for ' flexibility. 

There was no emphasis in the plan as to the patient's Indi- 
viduality, nor was there an anticipation of the anxieties he 
might be feeling about making a major change. It is important 
that he not go too far into anything without knowing what he's 
doing and why. Who is he? What does he ne^d? What may 
be some of the obstacles he may face? 

The recommended point of engagement then became one 
that was related specifically to this individual and the purpose 
of the relationship to him. Since he was perceived as having 
accepted much of what had be^n suggested to him in the past, 
it might be more realistic to try to help him make_^4decisjop- 
and relate more Independently. How much of the presenT job 
reflects his ability to function only in a low-level, unskilled, de- 
pendent type of job?* f^erhaps a change would be harmful to 
his present level of integration. 

An additional questionable area is the primary consideration 
that training is the alternative, assuming he does in fact decide 
to make a move. There was »o consideration that the alterna- 
tive might be a different jobj at a new company or a better 
job with his present employe!-. Another possibility Is that he 
might best sta'y where he is and consider other, non-vocational 
outlets that would satisfy other needs. Many people who work 
at night do so to stay disengaged from the mainstream. 

Profile and Revised Treatment Plan 

Since it had been ascertained that he might be experiencing 
anxiety and feaf** ift relation to his desired vocational change. It 

<3 .. , 22 • 



ERIC 



*was decided that the treatment plan attempt to* explore with 
the patient possible areas of pressure. Pressures that patient 

-feels might be. coming froni external sources as well as or in 
addition to internal ones. 

1. ' Establish relationship by focusing attention on patient's 

feelings concerning his anticipated change. What and who 
IS pressuring him to change? What demands are doming 
from within; which from without? What does he *really 
;feel he wants to do? , . 

2. Patient may be somewhat* ambivalent ^j^nd^ frightened 
about this type of exploration, but he will probably accept 
it ,and get involved m an assessment of his vocational 
needs and .intj&,rests. If will then be nece'ssary to explore 
and enhance the range of possibflities. The facilitating 
process will require support and clarification. Expansion 
of leisure activities may be indicated. 

3. Work with general coun4elors through conferences and 
discussions in the agreed plan of treatryfent. This will 

^' alert everyone to patient's work with VR counselling and 
would support consistency of approach. 

4. If some movement is acceptable, consider referral for 
* equivalency diploma. 

5 Assist patient in terms of a skill assessment and evaluation 
to determine range of abilities and interests, this can in- 
clude reviewing reading material, want ads, visiting 
schools, or a workshop evaluation. . 

6. Help patient to make a choice and help integrate it into 
his general life style. 

Three>Month Follow-Up of Thl» Patient 

The patient Was presented to the group again three months 
after the development of the treatment plan. The follow-up con- 
centrated on 'jthe patient's status, with special emphasis on 
any changes that occ;urred. Attention was directed at the ori- 
ginal ptan in an effort to determine the accuracy of assessment 
and planning, the implementation and suitable revisions. 

Here, we have focused on these elements by presenting the 
course of events over the past three months, an integration of 
Events, an analysis of different approaches that might have 
been tried' a-nd, finally, a revised plan. 

Course of Events '^"^^^ ' 

During the three-month period the patient was seen by the 
VRC in five counselling sessions. The first session began to 
establish a relationship in which future goals could be explored * 
and developed. It was apparent a{ the first .session that the 
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patient did not have job change as an tmmediate goal, but rather 
was expressing an interest in change in general. 

As the range c^f possibilities was* introduced to him, how- 
ever, his* ambivalernce and fear in the face of the alternative 
became obvious. He expressed a need to be concrete and to 
have direction He*'fcfegan to feel pressure to make a definitive 
step and was not capable of exploring the sources of pressure. 
In addition, he could not see that if he moved in haste or with- 
out confidence m response to the pressure, he could limit his 
'fufure possibilities He did make a choice, however, and his 
requests^were legitimate and seemingly realistic. 

He w^s supported and encouraged in his efforts to return to 
school for his^ high school equivalency. He is at present en- 
rolled in a program and is attending school four days a week. 
He is very satisfied with thi^t step and finds a posilive alliance^ 
with school and .its -ability to make him feel productive. 

The patient is currently expressing an interest in college or 
>rade school. The reality of either-'of these goals is being ex- 
plored with^' him. The patient has ^also begun to explore ap- 
prenticeship programs where training is offered and is refer- 
ring to vocational information sources for further clarification. 
He was also encouraged to attend an electronics exhibit — an 
area of expressed interest ~ at a local show. The plans in this 
area are vague and , tenuous at this time. While the patient says, 
he wants to explore possibilities, it is the counselor's imgression 
that he is just looking for something in order to "/answer them 
when they ask me wjp'at I'm doing." \ 

Interpretation of Events 

Despite the advances he seems - to be making, there is 
concern on the counselor's part as to the patient's level of 
vocational identification and satisfaction. At this point the most 
that can be done is to point this concern out to the patient when 
appropriate and encourage more self-awareness and assuredness. 

The patient expresses concern that he is doing nothing. Part of 
this concern can be alleviated by making significant vocational 
progress. The other, part relates to feeling good about himself 
- and that is more difficult for hjm to accomplish. v 

An issue that rema?r^ a contlict is how much freedom of 
choice and inde,jendence can be encouraged . for the patient 
without sacrificing quality. There is a constant need to legi- 
timize the sense of progress he is feeling, as well as his need 
for clarification and precise direction. At the same time, there 
is a neecj..to e'xplore his range of possibilities as much as is 
possible. ■ *The counselor must understand ,the obstacle created 
by the patijgnt's ambivalence. 
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\t has i also been important to maintain continuity with the 
clinic stalf.in terms of the patient's total care. The patient has 
expressed *a desire to reduce his methadone dosage. This reduc- 
tion, occiirring at a time when many other major changes are 
imniment! will necessitate much support of and sensitivity to 

potential broblem areas. 

\ 

Alternate Approaches 

The approach stimulated by the discussion of the patient 
refers more to establishing clarity of purpose and more concrete 
situations to which the patient ^can respond. It is apparent 
that too much independence and exploration is anxiety-provok- 
ing and lirrlited in achieving a successful o.utcome. It is, there- 
fore, necessary to reduce the more open discussion and explora- 
tion and focus instead on specific areas related to vocalional * 
andipersonal changes. Issues related to personal satisfaction 
6iay be explored through encouraging structured leisure time 
activities and opportunities for satisfaction. Concurrently, al- 
ternative means of vocational development should be Intro- 
duced in an effort to engage ^the patient more completely in 
the consfderation of further growth and development. Focus on 
the patient's present life style may aid him in achieving more 
of an identity on which to build. 

1 Continue to support and encourage patient in his effort 
to.evaluate and change his present situation. Explore his 
present life style, including social and vocational aspects, 
in an effort to enhance his positive identity. 

2. Follow up his achieyemerats in hi§ high school course as 
a means of positive feedback. Use this e:<perlence as 
a metjns of reality testing and analysis for further growth 
and development. ^ 

3 Consider possible referral for vocational testing and, to a 
workshop for a short skill evaluation if this is indicated. 
Help patient relate to positive aspects of performance 
that he demonstrates. Help identify them as imiprovements- 
that can fit into his present life. 

4 Support efforts to continue education or change jobs as 
evaluation': behavior and interest indicate. ! 
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Value to patient «^ 

The ultimate value of the procedure is evident in the im^ 
proved quality of the VR service provided .to the patients. 

The range of possible service to' the patient was increased 
because the counselors benefitted from the structure and planning 
elements as well as encouragement and technical assistance of 
peers and supervisor. Through the supervisory process, group 
members had an opportunity to experience each new patient 
cimically and objectively, and thus were in a better position 
to explore the treating counselor's clinical procedures. The fre- 
quency and intensity of clinical presentations expanded 1?ie scope 
of patient contact, thereby increasing the opportunity to learn 
about a variety of problems and approaches. 

The structuring of the interview and the systematic develop- 
ment of a plan established "^a framework for the patient-ther- 
apist interaction. This structuring is crucial in work with former 
addicts who frequently have difficulty in communication, often 
lack clarity of purpose, and"* express eagerness for rapid 
gratification As the counselors stressed the concept of plan- 
ning in the counselling sessions, the ex-addict became aware of 
personalized goals and responSrbflity, and the effort required 
to achieve the 'goals. In mpving toward goal definition, the 
patient's trust of the VRC can be based on accomplishments. 

This value of the systematization of individual patient needs 
can be better under<^tood through^^t^ following points: 

1. The focusing provided by the reduced the time 
needed for the initial assessment process One counselor 
reported finding out more about a patient in one inter- 
view using the VSIF than in months of counselling ses- 
sions. The staff in our setting finds the VSIF a significant 
contribution. It elicits a large amount of relevant informa- 
tion in a concise manner. 

2. Treatment planning is facilitated by integrating the ma- 
terial obtained. ''Counselors can utilize diagnostic tools to 
establish a realistic profhle of the patient. Complexities 
within the counselling relationship, often missed without 
the opportunity to have a clear and objective perspective, 
were an invaluable source for realistic and creative plan- 
ning. When this process can be shared with peers the 
communication of clinical skills improves patient care. 
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The enormity of the cts^mselling process becomes manage- 
able by focusmg attentiOf*Kand directing effort.- The coun- 
selors are better able to seethe patient in a vocational 
perspective. The personal/social problems which might 
have consumed much of the counselor's attention are 
now shared with the appropriate members of the OPD 
team; This allows the VRC to maximize VR efforts with 
the patient. 
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' Appendix A 
Background 

in 1973, at a conference designed to consider the state of 
vocational rehabilitation of former drug abusers, professionals 
shared a wide variety of experiences. One outcome of the con- 
ference was a five-volume series entitled State of the Art of 
Vocational Rehabilitation of Drug Abusers; a second was the 
stimulation of the research described in the present volume. 
The research is, basically, a pilot denionstration of selected 
techniques available to enhance .the provision of VR service. 
Specifically, the research is concerned with techniques of patient 
assessment and treatment planning and the supervisory process. 

Although the conference served as immediate stimulus for 
the research, it would not have been completed without the 
impetus provided in a number of other ways: 

1. Personal experience with VR oi drug addicts. 

2. The advent of methadone rnairitenance treatment. 

3. The increase in government supported jobs for ex-addicts. 

4. An increased understanding, personal and -iield-wide, of 
the need to be morfe specific and less subjective in ihe 
VR of addicts. 

5. An increased acknowledgment, by the profession and the 
community, of the problem of VR for drug abusers. 

6. An increased number of requests for guidance and guide- 
lines in the field of VR of drug abusers. 

The following "Considerations" section will discuss and con- 
nect some of these points and help to give a "why-to" back- 
ground to the more "how4o" oriented section discussed earlier. 

Traditional attitudes 

Addictiar^ has traditionally relied on medical treatment and 
the counselling suppo^rt of ex-addicts. Addicts are, of course, 
accustomed to self-medication and treatment. They' resist, out- 
side efforts of rehabilitation . . . and recidivism is high, the 
community has not rrfade the problem easier; it has not been 
willing to accept, or re-accept, the ex-addict. Explicit aid has 
been even more difficult to obtain. 

Methadone maintenance , 

Methadone maintenance treatment makes it possible for the> 
individual to remain in treatment for extended periods of time, 
and be receptive to rehabilitation. Undecstandlng the meaning 



of work for the 'addict, and treating his her. many work- 
related problems, have begun to be recognized as important 
treatment objectives. Professionals who work in methadone 
pro'grams are finding that a return to work is, for the addict' 
in treatment, an integral part of treatment. 

Conflict and coordination within treatment programs 

Therapeutic communities haye not, traditionally, had a voca- 
tional orientation. In therapeutic communities the emphasis 
is rricst often either on separation from the community, or 
on a reliance. on problem-solving through rherapy. In methadone 
maintenance programs, there* is a medical approach^ with the 
fundamental goal being rehabilitation. Vocational rehabilitation 
IS an integral component. In these, as in other rehabilitation' 
programs, the ultimate goal is ''that the patient not return to 
a disruptiVe state. Instead, the patient is encouraged to achieve 
^ rriore personally and socially •. acceptable life style. 

The goals are, of course, compatible with the goals of VR. 
Success, to the VRC and to others conceriied with more qualita- 
tive changes, extends to accomplishing a reajistic level of em- 
ployment in a steady job, with a steady source of income and 
personal income. , ^ . 

Appendix B 

A Closer Look at Vocational Rehabilitation within a 
Methadone Maintenance Program 

Introduction 

Jhe 1968 Amendments of tha Vocational Rehabilitation Act 
(PI. 90-391) expanded the criteria for eligibility to include the 
disadvantaged person. .Under that new , definition., individuals 
with a history of addiction became possible candidates for VR 
services. VR could reach but, on a national level, to a neglected 
part of* society 

The task bf defining a place for VR within addiction treat- 
ment has presented a need for continually stating, restating and 
clarifying the roles, goals, and potentialities of VR for the ad- 
dict. The ma|or obstacle to the provision of service lies in a 
conflict between a tenet basic Jo VR and a basic condition of 
the addict. The key word is time. The process of VR takes 
time \ . . but addicts are almost always in a hurry. And often, 
staff rnembers working with addicts are ip a, hurry. 

In the midst of the urgency of the drug addict, the drug 
problem, and the treatment of the addict, vRCs are struggling 
to solve the problem of time — without sacrificing quajity for 
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speed. The following points reflect, that struggle on the p§rt 
of VR at the. Beth Israel Medical Center Methadone Mainten- 
ance Treatment Program. ' ^ 

1. Methadone Maintenance Treatment: A Definition 

A methadone maintenance patient has a history of opiate 
addiction and is either currently on or has been on a mainten- 
ance dosage of methadone in an effort ' to become free from 
addiction through the blocking of the "high" and "craving" 
quafities of heroin. 

Methadone maintenance is a medical approach to opiate ad- 
diction. For this reason, methadone patients have characteristic- 
j^ally been seen as individuals for whom the use of methadone 
f\n maintenance treatment has been the answer. Evidence, how- 
ever, has shown that methadone is not enough for. many patients. 
For them, once the addiction has been dealt with, the pressures 
of daily living surface and can be handled only with extreme 
difficulty. 

One of the most striking pressures is the. problem of em- 
ployability, both as a goal for patients to achieve and a con- 
cept for the community to accept. Patients and staff have a 
difficult time defining and then treating these occupational 
problems. It is equally difficult for them to deal with^ the 
community's response to accepting and Employing the former 
addict. 

In the face of these problems, Vocatipnal Rehabilitation Coun-^ 
•selling, has become an essential element of support within the 
methadone maintenance treatment program. 

2 The Function of Vocational Rehabititatioh Counselling 

The VR department faces eight primary responsibilities: 

—to provide counselling and guidance to patients to obtayi 
and maintain suitable employment. 
— to assess patient vocational needs. 

—to provide non-VR staff " with training in meeting the 
vocational needs of the patients. 

—to <;ievelop .and explore relationships with community 
agencies for evaluation, education and training.' 
—to establish and broadea placement opportunities, 
—to lessen- the discrimination which confronts methadone 
patients. 

•^to develop vocational -information and resource files, 
—to evaluate and improve VR services. / , 
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3. Training professional Mnd non-professional staff of other 
disciplines in techniques of VR Counselling 

The concepts of VR are seemingly alien to people not la 
the profession. The need felt .by the non-VR staff for^immediate 
results has always been an obstacle, to the full inclusion of VR 
services, within' a basic program. The most often heard re- 
buttal to offers of counselling and guidance, evaluation and 
exploration of vocational goals is, "But he needs a job now« 
If he had a job everything' would be okay." It really would 
be miraculous if all he needed were a job. 

The patient's dally contact Is wjth his/her cUnlc counselor. 
It is in this relationship that he^i'she should begin to«address 
his/her concern regarding confrontation with the business 
and. industrial community.* The clihlc staff needs to become 
a;i^Ve of the complexities associated with work — to become 
*' sensitive to vocational adjustment as a rehabilitation goal. 

* - d 

It is the responsibility of the VRC to train non-VR staff to 
be aware of and able to deal with the reality of the value of 
work. Patients often present deep-seated problems about erh- 
ployment. Hel^ng patients jo prepare for entry Into the labor 
market requires attention to the psychological components of 
job readiness, job satisfaction and work adjustment. The twin- 
ing of the nori-VR staff to focus on these areas so that they 
can help patients to delay' gratification and take transitional 
steps >is the resport^ibility of the VRC — and an on-going struggle.^ 

4. Delivery of VR services 

. The delivery of VR services takes place, of course, through 
its counselors. Delivery is divided between direct patient care 
and the provision of information. The services" to be delivered 
are a response to surveys of patient chardcteristics and needs, 
those expressed and those anticipated, as well as Individualized 
experiences. 

In the Gontext of direct patient care, it is necessary to work 
through the non-VR counselprs. The VRC attempts to assist in 
the definition of the vocational problems th3 patient Is experi- 
encing. Suggestions may be offered to the !> lary. counselor 
for follow-up, or referral may be made t^ l i the patient's 
''^problems appear complex enough. If the r^^terral is made> the 

• rehabilitation counselor will continue to provide counselling 'ser- 
vices to the patient untif the vocational ^oal is achieved. Often 
this includes efforts directed at- overcoming feelings of in- 
adequacy and isolation. A nnajor objective of counselling, is to 
help the patient establish a realistic Identity as an employee 

.and to engage in vocational planning." 




Efforts that are taken to communicate vocational iriformation 
within each clinic inciuHe;- 

— the sharing of patients' clinical experiences with the staff. 

—the provision of basic resource material. 

—the encouragement of staff to utilize available resources. 

—the A holding of formal and informal , discussions about 

patients. 

—the announcement of training and employment oppor- . 
tunities. 

—the maintenance of an on-going vocational information 
notebook and file. 

—the main.tenance of a vocational information bulletin 
board. 

Ih all of these areas, attention should be given fo a delivery 
system that maintains a personal flavor. This necessitates that 
the VRC should be seen as a member of the team and function 
as an integral ,part of the staff. 

The VR department has been designated as the focal point 
for establishing rapport with, the business sector, to develop' 
jobs, to address issues of discrimination and to attack the many 
barriers to employment of the addict, such as bonding, licens- 
ing and certification. The complexities are in direct proportion . 
to the business and industrial community's willingness to hire 
the ex-addict and the program's ability to supply qualified and 
reliable people. 

5. Identification and evaluation techniques 

A pilot survey reports on the difference betwe^ working 
dnd non-working Methadone Treatment Program p^atients."* The 
objective of the survey was to improve, rehabilitation services 
through a better understanding of the patients' needs and' in- 
terests. The survey found .that apprbximately t\A<p-thirds of., 
patients in treatment from one to two years were employed! 
Significant problems,' Rowever, in the areas of work adjustment 
and job satisfaction continued to exist for these patients. The 
*most serious problems concerned job satisfaction,.^wareness of 
potential for vocational growth and development * anji use of 
leisure time. Conflicts* continued in terms of changhng a life 
style and comfortably returning to the community. The non- 
employed groups c3f patients were seen as needing a full range 
of vocational rehabilitation counselling. 

6. Cd mm unity attitudes 

Aside frorjn the patient's* psychological readiness to start work, 
the business community, conscjously or not, presents a myriad 



of barriers to the artainntedt o\ meaningful employment and 
acceptance. These barriers are most often seen in terms of 
employment discrimination, bonding, licensing, and refusal to 
hire an ex-addict -with a long criminal history and at present 
maintained on methadone. Whether the discrimination is to- 
ward the history of addiction and convictions or the methadone 

status itself, the destructive effects are the Sdme. 
«t ■ ' 

•Discrimination is also felt m facilities for leisure time ac- 
tivities. Most centers ar3 -unwilling to include on ex-addict. 
Those that do accept ex-addicts present enormous bridges for 
the patient to* cross. It is our belief that treatment programs 
have the responsibility 'to ease this gap as a further rehabilita- 
tion goal. Patients, working out, express widespread dissatis- 
faction, • loneliness and isolation in regard to leisure activities. 

Efforts have^ been directed toward establishino^ contact with 
employers and employment agencies who would be agreeable 
to permitting a patient to present himself honestly and providing 
him with equal opportunities in employment. Legal means have 
been sought to change legislation and attack possible dis- 
criminatory experiences of patients, but returns from these ef- 
forts are slow. 

Appendix C 

Alcohol Treatment Program (ATP) 

One member of each of the two groups described in the 
body of the report works in the Alcohol Treatment Program. 
The ATP is designed to offer comprehensive services to people 
residing or employed jn fhe lower Manhattan area. It con- 
sists of" three main elements: a 50-bed detoxification unit, an 
out-patient clinic with a -patient population of 500, and a 50- 
bed residential halfway house. 

The in-patient unit provides se^en days of hospitalization and 
for many reflects the means of entrance into the program. 

The but-;patient clinic is the appropriate form of Jong-term 
treatment for most patients. It is equipped to provide a broad 
raoge of services — medical „ diagnosis and treatment, psychi- 
atric consultation, social services and vocational* rehabilitation 
counselling, recreation and occupational therapy. These services 
are integrated with other existing community resources. Within 
the out-patient clinic the patients may use Antabuse as they 
choose and/or may attend Alcoholics Anonymous as .they 
choose. The clinic is available seven days a week. 

The halfway house provides service through. Comprehensive 
•residential treatment. The individual patient may enter the 

o 
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house directly or can come on referral from the out-patient 
clinic. The services provided include individual and group 
counselling, recreation, social service and vocational rehabilita- 
tion. In this facifity Antabuse is prescribed for all residents. 
The majority of the residents stay in the house for up to six 
mbnths; however, this is voluntary. 

The individuaLATP patient has the benefit of services from the 
generalized and specialized staff members.. As m 'the descrip- 
tion of the MMTP, the role of the VRC in this setting is to act 
as 3 resource person and a consultant to the staff, and as a 
practitioner to patients whom the staff sees or who see them- 
selves as being in need of VR. services. In the halfway house 
the VRC assumes responsibility for general counselling as well 
as sp'ecial vocational services. 

For further reference to the functioning of the VRC in the - 
ATP, one would look to the discussion of the MMTP, bince the 
MMTP was the model for VR in the ATP. A special element 
that has. been added -to this program is a comprehensive pre- 
yocatiDr>al program which exists within a day-room setting. 
This, includes simulated work experiences in clerical tasks and 
in the operation of a commissary. In addition a ^.teacher, as- 
signed by the Board of Education, provides a five day a week 
high school equivalency course. These services have provided- 
a means for engaging the more isolated and unskilled patients 
in activities that pave the way toward more advanced re- 
habilitation. 

Appendix D 

Drug Addiction VR Staff Participation in Project 

A third group that participated in this research consisted 
of the VRCs who work on the Drug Addiction Service (DAS), a 
three-week heroin .detoxification unit located in the Morris J. 
Bernstein Institute of Beth Israel Medical Center. The facility 
is primarily geared toward brief hospitalization with an em-^ 
phasis on nnedical treatment and counselling which focuses on 
developing suitable plans for after-care. A typical patient stays 
In ^he hospital for eleven days, the amount of lime necessary 
to detoxify from heroin and other substances of abuse. The 
goal, however, remains to try to provide a vital component of 
drug treatment, detoxification and the opportunity to explore 
alternatives. Many patients return to this facility time and time 
again, repeatedly failing in their rehabilitation and requiring 
further care. 



Th$ staffing in DAS is essentially generic in nature, with the 
entire team^-^haring in the responsibilities of patient care. The * 
disciplines that are represented are, in addition to medicine, 
psychiatry, nursing, social service, occupational therapy, recre 
ation therapy and vocational rehabilitation. All staff member^ 
have a case load and provide the full range of services, while 
concurrently introducing their sp'^cial skills either to their patients 
or the patients of other staff members who rnay need this ex- 
pertise. In this way the VRC, for example, has a case load' 
and also develops activities and services suitable to the needs 
of all the patients. This may include introducing pre>vocational 
activities, educational programs. resQurces for referral, and the 
evaluation of individual skills and interests. ^ 

In preparati6n for this project, it was essential for^the voca- 
tional rel;iabilitation staff ro re-clarify the role of VR in DAS. 
This proved beneficial both as a stimulus and as a consolidating 
technique. The outgrowth of this was the development of 
a form similar to the VSIF, but one that reflected thoir particular 
needs and concerns for emphasis in planning. The develop- 
ment of the form proved to be a positive and integrating ex- 
perience. 

The majority of the time these counselors spend is in generic 
functioning, and not as VRCs They had problems, therefore, 
in integrating the two and functioning as professional VRCs. 
However, in examining their skills in the generic capacity, prob- 
lems also appeared in terms of being in touch with what the 
patient is saying. They were not approaching counselling as a 
clinical process. An attempt was made to^help the counselors 
become more aware of what they are doing, and how they 
can help the patient beyond simple maintenance. 



Appendix E (Pages 43-48) 

1. VSIF for Methadone Program 

2. VSIF for Alcohol Program 

3. VSIF for Drug Addiction Service 

(Enlarged copies of forms available from authors) 
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PATIENT'S NAME 



lETH ISRAEL MEDICAL CENTER 

METHADONE MAINTENANCE TREATMENT fROGRAM 
• DEPARTMENT Of VOCATIONAL RIHAIILITATION 

VOCATIONAL STRUCTURED INTERVIEW FORM 
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OWN HOME^— 
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NM 



7 



SEP 



— D 



NUMBER OF 
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RESIDING WITH 
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FRIEND - RELATIVES 



^ m" 



OTHER 
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SOCIAL SE|URITY 
CARD 
— Y UN 
OF ^IBHNGS 

£N 



SOURCE OF INCOME . AMOUfiJ/WK * IF ON WELFARE: 

U;e.uF'^p£ - TYPE D4 6 


LENGTH oi^^niSr^ 


NUMBER TIMES CONVICTED 

— FELONY 

— MISDEMEANOR 


MONTHS SERVED CURRENTLY ON 
^ MISDEMEANOR 4i4j>AR0LE , 
— FELONY ^ PROBATION 


FOR HOW MUCH LONGER 

CASE PENDING — yC— N 
NUMBER 


AGE ADDICTED TO 
HEROIN 


OTHER SUBSTANCES USED DATE APPLIED DATE ADMIHED 
DAILY BEFORE MMTP MMTP MMTP TREATMINT 

BARB ^ ALC /, . * ^, /., / , 
-AMPH -COC ^A^//- '/^6/7J 


EMPLOYED AT ADMISSION 
BiMC ^ Y 


FREQUENCY OF PiCK-UP DOES YOUR 
t TIME WK — WQRK Y 


SPOUSE ^ IF YES, WHAT 


USUAL LINE OF WORK PRESENT STATUS (RE: WORK) ^ — STUDENT — HOMEMAKEH 
- W, FULL-TIME — % PART-TIME ^ NOT WORKING 


PRESENT OCCUPATION 


DATE BEGAN WHEN WAS LAST JOB 


lengtFi of C^t job 


HOW OBTAINED JOB 


DUTIES HOW OBTAINED^ ^ JOB DUTIES REASON FOR 

LEAVING 



PLEASE RATE PRESENT OR LAST JOB 

(EXCELLENT POOR) . p 

YOUR SATISFACTION WITH JOB 
YOUR EMPLOYER . . 

CO-WORKER RELATIONSHIPS 
WORKING CONDITIONS 
PROMOTIONAL OPPORTUNITIES 
YOUR SUCCESS %^ 
YOUR SALARY 

HOW WOULD .YOUR EMPLOYER RATE 

YOUR WORK >■ ' 

WHAT SKILLS WJRE REQUIRED FOR JOB 

C\~ &A kj\ UG- 

ARE THE DEMANDS REASONABLE ^Y — N 
SAURY; /HR^^ai/WK UNION POSITION 
-Y J^N 



POSITIONS HELD SINCE ADMISSION BIMC-MMTP 
(EXCEPT PRESENT JOB) 



POSITION 

1. - 
2. 

3. - 

4. - 

5. ^ - 



HOW REASON FOR 
DAT-ES OBTAINED LEAVING SAURY 
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PREVIOUS MEDICAL TREATMENT OR HOSPITALIZATION? 21— YES NO 

EXPLAIN / V ^ -r- . / 



POSITIONS HELD 5 YEARS PRIOR TO ADMISSION: 

POSITION DATES HOW OBTAINED ^ WHY LEFT SAURY 



HAVE YOU EVER HAD: JOB COUNSELING - Y H JOB TESTING — Y ^ N' 

. IF YES. WHERE WHEN WHAT ^APPENED 

SINCE ADMISSION HAVE YOU USED ANY DRUGS OR ALCOHOL I^Y 

IP\ YES. SPECIFY WHAT — , ■ , FIRST 3 MONTHS ONLY — Y — N ^ 

IF^ES, WERE YOU WORKING — Y — N . IF YES, HOW OFTEN 

ONCE ENTERING MMTP HAVE YOU IF YES. WERE YOU WORKING - Y -1 N 

BEEN ARRESTED — Y ^N ' IF YES. WAS IT DRUG RELATED Y — N 

HOW MANY TIMES IF NOT DRUG RELATED WHAT WAS CHARGE 



LAST TIME WERE YOU JAILED PROBATION OTHER 

DOtS MEIHADO.^E AFFECT YOUR ABILITY TO WgRK 
— POSITIVELY —NEGATIVELY ^ NOT^^AT ALL 

WHO DO YOU ASSOCIATE WITH AT WORK DO THEY KNOW MMTP STATUS DOES EMPLOYER KNOW 

MMTP STATUS — Y — N 

DOES PERSONNEL OFFICE KNOW MMTP STATUS WOULD YOU WANT THIS KNOWLEDGE OR LACK OF ^* 

KNOWIEDGE TO BE DIFFERENT — Y — N 
Y N , IF YES. DESCRIBE 

WKAT WOULD YOU LIKE TO BE DOING IN THREE MONTHS ^ - ^ f ^,^^'r^K\^'< L r 

ONE YEAR HmiHiLi^i^^'\i:^ 

FIVE ^ YEARS ^ '■ ■ — 

DOES YOUR BEING ON WELFARE DISCOURAGE YOUR GOING TO WORK Y N 

HOW: 

WHAT IS THE BIGGEST PROBLEM TO OVERCOME IN OBTAINING A JOB? AA/ EOcCAT^o^y / 

WHAT HAS MADE GOING TO WORK EASIEST FOR YOU,? — 

WHAT DO YOU DO IN YOUR NON-WORKING HOURS?^rT£J^D Cct/.c WITH WHOM?" 

LIST THREE VOCATIONAL CHOICES IN ORDER OF PRIORITY 

SLi^.A/c t^^MH^sjL c^dksoi CL^^iCAL tf^MdtlMAiD 

INTERVIEWER'S COMMENTS AND OBSERVATIONS ^ 
DO YOU FEEL PATIENT IS SUITABLE FOR -i^^VOC. REHAD. COUNSELING — PLACEMENT 

— PSYCHOTHERAPY TRAINING 
* -^EVALUATION . ' 

— OTHER 

PROGNOSIS FOR TREATMENT: P'M I ^ 

ADDITIONAL COMMENTS: cnat^F^L, C^frfM.ST/C. ^^^^^ '"^ ' '^.ll ^ , 
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HOW WOULD YOUR EMPLOYER RATE 

YOUR WORK Si>s^e^^eAJT- 

WHAT SKILLS WERE REQUIRED FOR JOB 

ARE THE DEMANDS REASONABLE — Y — N 
SALARYr /HR //iT/WK UNION POSITION 



POSITIONS HELD SINCE ADMISSION BIMC-MMTP 
O (EXCEPT PRESENT JOB) f 



POSITION 
1. 



DATES 



HOW , REASON FOR 
OBTAINED LEAVING SALARY 



J*nr -N 



2. 
3. 
4. 

5. 



oh 



« 



PREVIOUS MEDICAL TREATMENT OR HOSPITALIZATION? — YES NO 

EXPLAIN c^^^YS S>^ro/<^ fAc^ H£^oi/J 

POSITIONS HELD 5 YEARS PRIOR' TO ADMISSION: 7^ 
POSITION . DATES . v HOW OBTAINED WHY LEFT SAURY . 

i \ Q / 

c4-»p; ' ^ 

HAVE YOU EVER HAD,- JOB COUNSELING i^T Y : - N JOB TESTING ^ Y — N 

IF YES- WHEBi: j^e ' <Srf46vl ^-fc^^P WHEN WHAT HAPPENED ^oo-*/ 

SINCE ADMISSION HAVE YOU USED ANY DRUGS Oj^ ALCOHOL — Y ^N 

. IF YES. SPECIFY WHAT . FIRST 3 MONTHS ONLY — Y — N 

IF YES. WERE YOU WORKING — Y - N IF YES^ HOW OFTEN 

ONCE ENTERING MMTP HAVE YOU - IF YES. WERE YOU WORKING - Y - N 

BEEN ARRESTED — Y ^'N IF YES, WAS IT DRUG' RELATED — -Y — N 

HOW MANY TIMES IF NOT DRUG RELATED WHAT WAS CHARGE 

LAST TIME WERE YOU JAILED PROBATION OTHER 

DOtS METHADONE AFFECT YOUR ABILITY TO WORK ' 
- POSITIVELY -NEGATIVELY NOT AT ALL 

WHO DO YOU •ASSOCIATE WITH AT WORK DO THEY KNOW MMTP STATUS DOES EMPLOYER KNOW 
y.' c^t- ' iu:(Lic /iLcwe^ MMTP,STATUS — Y i4l 

* AT AJ • cyt^ r- ^ f 

DOES PERSONNEL OFFICE KNOW MMTP STATUS WOULD YOU WANT THIS KNOWLEDGE OR LACK OF 

KNOWLEDGE TO B( 
Y N IF YES, DESCRIBE 



WHAT WOULD- YOU LIKE TO BE DOING IN THREE MONTHS . (^^..^o , 

ONE YEAR ^c<^co^ , 
' , FIVE YEARS Mtf^-ZS^fci? 

DOES YOUR BEING ON WELFARE DISCOURA.GE YOHR GOING TO WORK Y N 

HOW: ' . 

WHAT IS THE BIGGEST PROBLEM TO OVERCOME IN OBTAINING A JOB? pcM ^ />^/^-4 T/o* /v 5 
WHAT HAS^ MADE GOING TO WORK EASIEST^OR YOU? 37^40 / "oAc/;.cV 
WHAT DO YOU DO IN YOUR NON-WORKING HOURS? T^', DAT^ ^ITH WHOM?<^'^^ /^/'^^'^ 
LIST THREE VOCATIONAL CHOICES IN ORDER QF PRIORITY 

INTERVIEWER'S COMMENTS AND OBSERVATIONS ~ 

00 YOU FEEL PATfENT IS SUITABLE FOR — VOC. REHAB, COUNSELING — PLACEMENT 

— PSYCHOTHERAPY ii^TRAINING 

— EVALUATION 

, , — OTHER •* 

PROGNOSIS FOR TREATMENT-, 1^^/^/ Orocl> 

mnmfi comments- fr ffff^^^ f//^/,,/jC'ft'iT^^^^ 



SIGNATURE OF VRC 



ERIC 



VOCATIONAL 
STRUCTURED ^ 
INTERVIEW FORMS 
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■ITH ISIUEl. MEDICAL CEtmR 

METHADONE MAirfTINANCE TREATMENT PROORAM 
DEI»ARTMENT OF VOCATIONAL REHAIIUTATION 



PATIENT'S NAME 



VOCATIONAL STRUCTURED INTERVIEW FORM 

ADDRESS . TaEPHONE M 



DATE OF BIRTH AGE 
/ / 

LENGTH OF TIME LIVING 
IN NEW . YORK CfTY 


SEX 

— MALE 

— FEMALE 


ETHNIC 
— WHITE 

. BLACK 

PUERTO RICAN 


OTHER 

(SPECIFY) 


EDUCATION 

1 2 3 4 5 6 7 8 9 


10 11 12 H.S. 


GRAD/EQUIVALENCY —Y 


--N CQLLJGE: 12 3 4 


MAJOR IN HIGH 
SCHOOL 

• • 


MAJOR IN COLLEGE 


TRADE SCHOa OR TRAINING PROGRAM: 
^ COMPLETED SUBJECT — Y — N 

HOW lOHG - — 


TRADE Of ^ PROFESSIONAL 
LICENSE (SPECIFY) * 


CURRENT UNIOP^ 
MEMBERSHIP 


LIVING SITUATION: 
^ ROOM (HOUSB — 
OWN HOME 


OTHER (SPECIFY) 
HOTa — 



MARITAL STATUS 

— M — W 

— NM 

— SEP NUMBER OF 

— D DEPENDENTS 



^RESIDING WITH 
SPOUSE — CHILDREN 

ALONE* * — PARENTS 
FRIEND — RELATIVES 

. M -F — PTHER 

(SPECIFY) 



SOCIAL SECURITY PHYSICAL 
'CARD . LIMITATIONS 
-Y (SPECIFY & 

# OF SIBLINGS DESCRIBD 



# .OF CHILDREN 



SQURCE OF INCOME 


AMOUNT/WK IF ON WELFARE: " 
TYPE 


LENGTH OF TIME 


NUMBER TIMES CONVICTED MONTHS SERVED CURRENTLY ON 

— FELONY — MISDEMEANOR — PAROLE 

— MISDEMEANOR — FELONY — PROBATION 


FOR HOW MUCH LONGER 

CASE PENDING — Y ^ 
NUMBER 


AGE ADDICTED TO 
HEROIN 


OTHER SUBSTANCES USED • DATE APPLIED 
DAILY BEFORE MMTP. MMTP 

— BARB — ALC 

— AMPH — COC ' 


DATE ADMIHED 
MMTP TREATMENT 


EMPLOYED AT ADMISSION 
BIMC ~~ Y - N 


FREQUENCt ,:0F PICK-UP DOES YOUR SPOUSE IF YES. WHAT 
t TIME t— WK — WORK — Y — N 


USUAL LINE OF WORK PRESENT STATUS (RE: WORK) — STUDENT ~- HOMEMAKER 
- W, FULL-TIME — W, PART-TIME — ' NOT WORKING 



PRESENT ^OCCUPATION 



DATE BEGAN WHEN WAS LAST JOB 



LENGTH OF LAST K» 



HOW OBTAINED 



JOB' DUTIES 



HOW OBTAINED 



JOB DUTIES 



REASON FOR 
LEAVING 



PLEASE RATE PRESENT OR LAST JOB 

(EXCELLENT POOR) 

YOUR SATISFACTION WITH JOB 

YOUR EMPLOYER 

CO-WORKER RELATIONSHIPS 

WORKING .CONDITIONS 

PROMOTIONAL OPPORTUNITIES 

YOUR SUCCESS — 

YOUR SALARY . 

HOW WOULD YOUR EMPLOYER RATE 
YOUR WORK 

WHAT SKILLS WERE REQUIRED FOR JOB 

ARE THE DEMANDS REASONABLE ->Y ^N 
SALARY: /HR /WK UNION POSITION 
-Y -N 



POSITIONS HELD SINCE ADMISSION BiMC4IIMTP 
(EXCEPT PRESENT JOB) 



POSITION DATES 
1. 



HOW. REASON FOR 
OBTAINED LEAVING. SALARY 
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PRPVIOUS MEDICAL TREATMENT OR HOSPITALIZATION? • YES - — NO / 

EXPuiN 

' ^l; 

^ POSITIONS Hao 5 YEARS PRIOR TO ADMISSION: 

'POSITION DATES HOW OBTAINED WHY LEFT SAURY 



HAVE YOU EVER HAD: JOB iOyNSEUNG - Y — N JOB TESTING - Y — N 

IF YES:* WHERE WHEN WHAT HAPPENED 

SINCE ADMISSION HAVE YOU USED ANY DRUGS OR ALCOHOL — Y - — N 

IF YES, SPEWWL WHAT — FIRST 3 MONTHS ONLY Y — N 

IF YES, WERE YOU WORKING — Y - N IF YES, HOW OFTEN . 



ONCE ENTERINOf MMTP HAVE YOU IF YES, WERE YQU WORKING — Y - N 
BEEN ARRESTED — Y — N IF YES. .WAS IT DRUG RELATED — Y • — N 
HOW MANY TIMES IF NOT DRUG RELATED WHAT WAS CHARGE 



LAST TIME WERE XOU JAILED ^ PROBATION OTHER 

DOES METHADONE AfFECT YOUR ABILITY TO WORK ' ' 

— POSITIVaY —NEGATIVELY — NOT AT ALL 

A WHO DO YOU ASSOCIATE WfTH AT WORK DO THEY KNOW MMTP STATUS ObE^ EMPLOYER KNOW 

MMTP STATUS -Y ~N 

AT AJ ' (y^^ T 

DOES.PERSONNEL OFFlft KNOW MMTP STATUS WOULD YOU WANT THIS KNOWLEDGE OR UCK OF 

KNOWLEDGE TO BE DIFFERENT Y — N 
Y N MF YES. DESCRIBE ■ ; ■ ; 

WHAT WOULD YOU ' LIKE TO BE DOINGT IN THREE MONTHS 

ONE YEAR 

» FIVE YEARS 
DOES YOUR BEING ON WELFARE DISCOURAGE YOUR GOING TO WORK Y —Uli 

HOW: 

WHAT IS THE BIGGEST PROBLEM TO OVERCOME IN OBTAINING A JOB? 
WHAT HAS MADE GOING TO WORK EASIEST FOR YOU? 

WHAT DO YOU DO IN YOUR NON-WORKING HOURS? . WITH WHOM? 

LIST THREE VOCATIONAL CHOICES IN ORDER Of PRIORITY 



INTERVIEWER'S COMMENTS AND OBSERVATIONS 
DO YOU FEEL PATIENT IS SUITABLE FOR 



PROGNOSIS FOR TREATMENT: 
ADDITIONAL COMMENTS: 



• VOC. REHAB. COUNSELING 
PSYCHOTHERAPY 
EVALUATION 



- PLACEMENT 
.TRAINING 

- OTHER 



SIGNATURE OF VRC 



ERLC 
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/ 



PATIENT'S NAME 



HH ISRAEL MEDICAL CENTER. 
^ALCOHOL TREATMENT PROGRAM 
DEPARfMENT OF VOCATIONAL REHABILITATION 

VOCATIONAL STRUCTURED INTERVfEW FORM 

' ADDRESS TELEPHONE # 



DATE OF BIR'TH 



AG£ 



SEX 



OF TIME LIVING 
IN NEW YORK CITY 



MALE 
- FEMALE 



ETHNIC • 

WHITE 

BLACK' 

PUERTO RICAN 



OTHER 
(SPECIFY) 



EDUCATION 

1 2 3 4 5 6 7 8 


9 10 11 12 H.S. 


GRAD. EQUIVALENCY — Y -~N COLLEGE: 1 2 3 4 " 




MAJOR IN HIGH 


MAJOR IN COLLEGE 


TRADEr-^CHOOL OR TRAINING PROGRAM: 




SCHOOL . 




COMPETED SUBJECT ~ Y — 








HOW i,<ai<^.--^ 




TRADE or PROFUSIONAL 
LICENSE (SPECIFY) 


CURRENT UNION 
MEMBERSHIP 


LIVING SITUATION.- 

ROOM (HOUSE) - OTHER (SPECIFY) 
OWN HOME — * HOTEL — 





MARITAL STATUS 

M — W 

— NM 

— SEP NUMBER OF 

— D DEPENDENTS 



RESIDING WITH 
— SPOUSE -~ CHILDREN 

r-' ALONE — PARENTS 

FRIEND RELATIVES 
_ M -f ~ OTHER 

(SPECIFY) 



SOCIAL SECURITY 
CARD 

— Y — N 

# OF SIBLING? 



LIMITATIONS^ 
(SPECIFY & 
DESCRIBE) 



# OF CHILDREN 



SOURCE OF INCOME 



AMOUNTyWK 



IF ON WELFARE. 
TYPE 



LENGTH OF TIME 



NUMBER TIMES CONVICTED 

- FELONY 

— MISDEMEANOR 



MONTHS SERVED 

MISDEMEANOR 
^ FELONY 



CURRENTLY ON 

— PAROLE 

- PROBATION 



FOR HOW MUCH LONGER 

CASE PENDING — Y — N 
NUMBER 



AGE ADDICTED TO 
ALCOHOL 



OTHER SUBSTANCES USED 
DAILY BEFORE ATP 

BARB - ALC 
- AMPH — COC 



DATE APPLIED 
ATP 



DATE ADMIHED 
ATP TREATMENT 



EMPLOYED AT ADMISSION 
BIMC - Y V- H 



USUAL LINE OF WOR^TPWSeNT) .STATUS (RE; WORKJ — STUDENT — HOMEMAKER 

- W./ULL-TIME . — W. PART-TIME - NOT WORKING 



HOW OBTAINED 




FREQUENCY Of PICK-UP 
& TIME — WK — 



DOES YOUR SPOUSE 
WORK — Y — N 



IF YES. WHAT 



PRESENT OCCUPATION / DAU^effiANT WHEN WAS LAST JOB LENGTH OF LAST JOB 



JOB' DUTIES 



HOW OBTAINED JOB DUTIES 



REASON FOR 
LEAVING 



PLEASE RATE PRESENT OR LAST JOB 

(EXCELLENT POOR) 

YOUR SATISFACTION WITH JOB 

YOUR' EMPLOYER 

CO-WORKER RELATIONSHIPS 

WORKING CONDITIONS 

PROMOTIOWiL OPPORTUNITIES 

VOUR SyCCESS 

YOUR SALARY 

HOW WOULD YOUR EMPLOYER RATE 
YOUR WORK 

WHAT SKILLS WERE REQUIRED FOR JOB 

ARE THE DEMANDS REASON/^«lt -Y —N 
SAURY: /HR /WK UNION POSITION 
-Y -N 



POSITIONS HELD SINCE ADMISSION BIMC-ATP 
(EXCEPT PRESENT JOB) 



POSITION 
I. 
2. 
3. 
4. 
5. 



HOW REASON FOR # 
DATES OBTAINED LEAVING SALMY 



ARE YOU ON ANTABUSE? ~ Y — N 
IF YES. SINCE WHEN • 

EVER BEFORE? - Y — N WHEN ^ 

POSITIONS HELD 5 YEARS PRIOR TO ADMISSION 

POSITION DATES HOW OBTAINED^ 



PREVIOUci MEDICAL TREATMENT OR 
HOSPITALIZATION? — Y — N 
EXPLAIN: 



WHY LEFT 



SALARY 



HAVE YOU EVER HAD: JOB COUNSELING — Y 
IF YES: WHERE WHEN 



— N 



JOB TESTING — Y — N 
WHAT HAPPENED 



SINCE ADMISSION HAVE YOU USED ANY DRUGS OR ALCOHOL — Y - ^ N 

IF YES. SPECIFY WHAT FIRST 3 MONTHS ONLY 

IF YES. WtRE YOU WORKING ^ Y — N IF YES, HOW OFTEN 



— N 



ONCE ENTERING ATP HAVE YOU 
BEEN ARRESTED — Y — N 

HOW MANY TIMES 

LAST TIME 



N 



IF YES. WERE YOU WORKING — Y — N 
IF YES, WAS IT ALCOHOL RELATED — Y 

IF NOT ALCOHOL RELATED WHAT WAS CHARGE 

WERE YOU JAILED PROBATION OTHER 



DOES ATP AFFECT YOUR ABILITY TO WORK 
Y * N ' 



DOES ANTABUSE AFFECT YOUR ABILITY TO WORK 

— POSITIVELY — ?'PGATIVELY — NOT AT AIL 



WHO DO YOU ASSOCIATE WftH AT WORK DO THEY KNOW ATP STATUS DOES EMPLOYER KNOW 

ATP STATUS — Y -~N 



DOES PERSONNEL OFFICE KNOW ATP STATUS WOULD YOU WANT THIS KNOWLEDGE OR UCK OF 

KNOWLEDGE TO BE DIFFERENT ^ Y — N 
Y N IF YES. DESCRIBE 



WHAT WOULD YOU LIKE TO BE DOING IN THREE MONTHS 

ONE YEAR 
FIVE YEARS 



DOES YOUR BEING ON WELFARE DISCOURAGE YOUR GOING TO WORK Y N 

|IOW.. 



WHAT IS THE BIGGEST PROBLEM TO OVERCOME IN OBTAINING A JOB? 
WHAT HAS MADE GOING TO WORK EASIEST FOR YOU? 

WHAT DO YOU DO IN YOUR NON-WORKING HOURS? WITH WHOM? 

LIST THREE VOCATIONAL CHOICES IN ORDER OF PRIORITY 



INTERVIEWER'S COMMENTS AND OBSERVATIONS 

DO YOU FEEL PATIENT IS SUITABLE FOR ^ — VOC. R^HAB. COUNSELING — PLACEMENT 

— PSYCHOTHERAPY ' TRAINING 

— EVALUATION 

— OTHER 

PROGNOSIS FOR TREATMENT: 

ADDITIONAL* COMMENTS: " ^ . , 



SIGNATURE OF VRC 
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lETH ISMEi MEDICAL CENTIR 
DRUG AOOiaiON SERVICE 

.DEPARTMENT OF VOCATIONAL REHAilLITATION 

VOCATIONAL STRUCTURED INTERVIEW FORM 

PATIENT'S NAME ADDRESS TELEPHONE # 

PERSONAL-SOCIAL 



NAME. 

PLACE OF 
RESIDENCE 

APARTMENT 

ROOM (HOTEL) 

HOME 

OTHER (SPECIFY) HOW LONG THERE 



RESIDING WITH: 



DATE OF BIRTH: AGE: 

SEX: MARITAL STATUS: — 

TIME LIVING IN NEW YORK 



WHERE LIVING BEFORE NEW YORK: 
PLACE OF BIRTH 



IF ANY CHILDREN. WHO CARES FOR THEM 

ANY OTHER FAMILY MEMBERS DRUG ABUSERS' ~ Y 
WHO SUBSTANCEIS) 



HAVE YOU A SOCIAL SECURITY CARD? 
- N - Y — N 

ANY PHYSICAL LIMITATIONS: 



PRESENT SOURCE OF INCOME 
AMOUNT WEEKLY 



DOES SPOUSE WORK? — Y — N 
IF YES, OCCUPATION SALARY - 



EDUCATION: 



UST GRADE SCHOOL 



DIPLOMA OR DEG 



SCHOOL: 



COLLEGE (IF ANY) 



DATES: 
MAJOR: 



VOCATIONAL TRAINING: 
SCHOOL; 

DID YOU FINISH? 



MAJOR COURSE: 
Y — N 



DATES ATTENDED: - 

to — 



MILITARY 
BRANCH 

TYPE OF DISC.HARGE. 
TRAINING. .WHitE IN' SERVICE: 



DATES: 

DUTIES WHEN 



WHERE STATIONED: 



IN SERVICE: 



ADDITIONAL HISTORY 

AGE FIRST USED DRUGS 

AGE FIRST ADDICTED jHEROIN) 



WHAT DRUG(S) 



OTHER DRUGS USED DAILY 



NUMBER OF HEROIN DETOXIFICATIONS: 
MEANS OF SUPPORTING HABIT: 



DRUG FREE PERIODS: (INDICATE WHETHER ON MMTP. RESIDENTIAL. 9-5 PROGRAM) 



JF ON MMTP CURRENTLY: 

NO. OF DETOXES OTHER SUBSTANCES WHAT SUBSTA.iCE 

WORKING — Y — N FULL TIME PART TIME HOMEMAKER Y N 

ARE YOU BElN(i DETOXED FROM MMTP Y - N IF YES. REASONS 

PREVIOUS THERAPEUTIC COMMUNITY OR 9-5 PROGRAM* (ADDITIONAL SPACE IF MORE THAN 1) 

DATES: 

PROGRAM: 

WHY LEFT: — ^ . 

ERIC r.:<, 



CHIMINAI HISTORY: ^ ' 
NUMBER TIMES CONVICTED 

PaONY 

MISDEMEANOR 



CURRENTLY ON " 

FaONY PROBATION 

MISDEMEANOR PAROIE 



MONTHS SERVED 



EMPLOYMENT HISTORY 

PREVIOUS JOBS HaD: (UST 5 YEARS) 

POSITION DATES HOW OBTAINED WHY lEH SALARY 



PRESENT JOB (OR LAST) HOURS/WK DATE^BEGUN - HOW OBTAINED SAURY 



RATE: PRESENT JOB (EXCELLENT - POOR) WORKING CONDITIONS 



YOUR SATISFACTION WITH JOB PROMOTION OPPORTUNITIES 

YOUR EMPLOYER . YOUR SUCCESS '— 



CO-WORKER REUTIONSHIPS ^ YOUR SAURY 

HOW WOULD YOUR EMPLOYER RATE YOUR WORK 



ADDITIONAL COMMENTS: ' 

WHAT IS THE^ BIGGEST PROBLEM YOU NEED TO OVERCOME TO GET A JOB? 

WHEN YOU'VE WORKED, WHAT HAS MADE GETTING A JOB USIEST? 

WHAT DO YOU DO IN YOUR NON-WORKING HOURS? WITH WHOM? . 

WHAT WOULD YOU iIKE' THINGS TO BE LIKE IN 3 MONTHS? 

WHAT WOULD YOU LIKE THINGS^ JO BE LIKE IN 6 MONTHS? 

INDICATE 3 VOCATIONAL CHOICES W MDER Of PREIiERENCE 



INTERVIEWER'S COMMENTS: 



RECOMMENDATIONS: 



'SIGNATURE OF VRC 
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SEMANTIC DIFFERENTIAL 
, "THIS CLIENT" 



Active: 
Hard: 
Naive: 
Slow: 
Strong: 
Experienced: 
Cairn: 
Staid: 
Frivolous: 
Reticent: 
Hesitant: 
Formal: 
Industrious: 
- Dull: 
Dependable: 
Cautious: 
Skilled: 
Willful: 

ERIC 



-: Inactive 
-: Soft 

~: Sophisticated 
-: Fast . 
-: Weak 

Inexperienced 
-: Excitable 
-: Flexible 
-: Serious 
-: Talkative 

Sure 

Casual 

Lazy 
-: Sharp 

Capricious 

Daring 

Unskilled 

Compliant 
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COMMENTS 

The Bernstein Institute of Beth Israel Medical Center has 
played a central role in the tr-eatment of drug addiction for 
the past 15 years. It is the largest 'non-governmental hospital 
for treatment of addictive diseases: It* currently provides a 
treatment approach that includes a* heroin detoxification unit, 
an inpatient medical treatment unit for the addict, and a com- 
prehensive MMTP program. It also has extensive > services for 
treatment of alcoholism. Jhere have been, since 1961, over 
100,000 admissions to the heroin detoxification unit alone. 

Our focus has been on the' patient as an individual who is 
in nead of a full range of opportunities in order to achieve 
restoration to as satisfying a life style as possible. This in- 
cludes medical treatment, counselling and social services under 
medical supervision, and a wide' rarn^e*6f Vocational rehabili- 
tation counseling activities. Unless the individual has the op- 
portunity to rejOin thfe community with dignity, our treatment 
goals have not been met. It is here that vocational rehabili- 
tation counselling is crucial in addressing the quality of life in 
the realm of meaningful employment. 

This volume represents an important ' step in bringing these 
services closer to the individual patient in need, and to those 
responsible for providing services. * 

^ . Harvey Gollarrce, M.D. • 

Director 

Morris J. Bernstein Institute * 
* ^ Beth Israel Medical Center 
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In our society, unless an individual patient is provided with 
the opportunity to work, rehabilitation has been an incomplete 
process. We can talk about support and restoration but with- 
out the substance a meam'ngful |ob can provide, the individual 
remains dependently in need The services that work to make 
this quality of life possible are becoming an integral part of 
treatment m*' the Be^h Israel Medical Center Alcohol Treatment 
Program It is our goal to provide a full range of interrelated 
vocational rehabilitation counselfmg services m order to meet 
individual patient needs. 

The individualized approach described m this volume is an 
essential conTpo^jient m establishing a workable model for 
prescriptive treatbient planning I find the .vork described so 
creative and dir^^tly relevant to the treatment needs of our 
patients that I visualize such an approach becoming the 
foundation of our, treatment of the individual dependent on 
alcohol , * 

^Robert A Senescu, M D 
Director. Department of Psychiatry. 
^ Beth Israel Medical Center 

i Professor of Clinical Psychiatry, 

*N\oun\ Sinat School of Medicine of the 
Cifv University of New York 



Vocational rehabilitation counsellirjig is an integral part of the 
Methadone Maintenance Treatment -Program at Beth. Israel 
Medical Center. H is recognized th^t unless individuals in treat- 
ment are afforded the opporiun'ty :jto^ explore their potential for 
placement in the labor market, we are neglecting a vital com- 
ponent of rehabilitation. ^ 

The materia! in this voiume not only highlights the com- 
ponents of comprehensive vocational rehabilitation counselling 
but provides a workable niodel that may . well be adapted to 
many treatment modalities. It has been my privilege to assist 
in the development of this publication. 

i Harold L. Trigg, M.D. 
Associate Director, 

Morris J. Bernstein Institute 
Chief, Methadone Maintenance Treatment 

Program 
Chief, Drug: Addiction Service 
Associate Professor of Clinical Psychiatry 

Mount Sinai School of Medicine of 

the City University of New York 
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Vocational Rehabilitation counselors have been influenced by 
the major conceptual models of mental health work. These have 
included the psychotherapeutic model, which has emphasized 
the subjective, private nature of the activity, and the advocacy 
model, which has emphasized rapid solutions for quite com- 
plex problems. Neither of these extreme models provides a 
basis for sound vocational rehabilitation. This volume describes 
a project in which vocational rehabilitation counselors success- 
fully applied new techniques which appear to be increasingly 
attractive and productive. Among 'the techniques were use pi 
a structured interview, written treamient plans, emphasis on 
ob|ective, attainable goals, and group supervision. Tradition- 
alists miight say this makes for a mechanical approach, and 
activists might say tjiis is an inhibiting, plodding approach, but 
ft appears to have led to more competent work by the counselors. 

Henry Pinsker, -M.D" 

Associate Director, Department of P^sychiatry, 
Beth Israel Medical Center 

Associate Clinical Professo/ of Psychiatry, 
Mount Sinai School of Medicine of the 
City University of New York' 
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VOCATIONAL REHABILITATION 
OF THE DRUG ABUSER 



Editorial Seminar 

March 28-30, 1973 

Mills College, Oakland, California 



Advisory Council 

DAVID SMITH, M.D.. Chairman 
Medical Director 

Haight Ashbury Free Medical Clinic 
1698 Haight St. 

San Francisco, California 94 1 17 
Dr. G. G, DeANGELIS 
Dr. LEONARD GREENE 
Dr. JOSEPH ROTHSTEIN 
Mr. ARTHUR JOHNSON 
. Dr. EDWARD SCOTT 
Mr. BRUCE BROWN 
Dr. ROGER MYERS 
Ms. JANET P^NCE 
Mr. ROBERT CAMPOS 
Dr. DAVID BENTEL 
Dr. LOUIS NAU 
Mr. ROBERT A. BATTEN, JR. 

WEND^LL.LIPSCOMB. M.D., M.P.H. 

4 
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SCHEDULE 

WEDNESDAY, MARCH 28 

7:45-8:30 AM Registration continued (Rothwell College Center Faculty 
Room) 

Breakfast (all meals will be in the Rothwelt College Center 
Tea Room) 

9:00 Introduction, Orientation (Rothwell College Center Faculty 

Room) 

Herbert H. Leibowitz, Research & Demonstration Spe- 
cialist Social & Rehabilitation Services, DHEW 

Philip Schafer, Regional Commissioner, Social and Re« 
habilitation Services, DHEW 

9:30 "Perspectives of Vocational Rehabilitation of the Drug 

Abuser" ^ 

David E* Smith, Medical Director 
Haight Ashbury Free Medical Clinic 

Fred Kelly, Staff Advisor, Community Planning' Office 
of Deputy Director of Priority Program * *\ 

Giregory March, Program Analyst 
Rehabilitation Services Administration, SRS 

Thomas Cahill, Project Coordinator 
University of Miami Center for Urban Studies 

Sot Silverman, Commissioner 

Rational Commission on Marijuana & Drug Abuse 

Maryann Urb'Sn, Program Director 
National Commission on Marijuana & Drug Abuse 

Impromptu Panel Responding: 

dierry DeAngelis, Treatment, Rehabilitation & Training 
Consultant, Vitam Center, Inc. 

■/ 

Wendell Lipscomb, Executive Director 
Source, Inc.: Studies of Urban Research & Community 
Education 

Robert Campos, Director of the Methadone Withdrawal 
^ - Project Addiction Research Laboratory, Palo Alto 

Irving Lucoff, Director, Addiction Research & Treatment 
Corporation Evaluation Team, Columbia University » 

Arlene Lissner* Associate Director of Program Develop- 
ment and Training, Illinois State Drug Abuse Program 

Lunch (Tea Room) 



12:30 
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1-30 PM ''A Theoretical Exploration" (Faculty Room) 

9)r. Donald E. Super, Director of Division li Chairman of 
the Department of Psychology. Columbia University 

Panel Responses: 

Sanford J. Feinglass. Director 
Institute for Social Concerns 

' Irving F. Lukoff. Director. Addiction Research k Treat- 
ment Corporation Evaluation Team, Columbia University 

Charlotte Taylor^. Director of Training. ^Division for Re- 
search It Training in Rehabilitation. University of South- 
ern California 

David Franklin. School of Social Welfare. University of 
Southern California 

3:30-5:00 Groiip Workshops (Lucie Stern Hall) 

6:00 Social Hour (Living Room of Mary Morse Hall) 

7:00 Dinner (Tea Room) 

8:30 Haight Ashbury Youth Projects. Inc. Presentation of Pro- 

gram (Faculty Room) 

David Smith, Medical Dire(;tor 
Haight Ashbury Free Medical Clinic 

Stuart Loomis. Director of the Psychological Services 
Section Haight Ashbury Free Medical Clinic ^ 

^ Leona Jacobs-White. Director. Social Rehabilitation Sec- 
^ tion '*Crackerjack." Haight Ashbury Free Medical Clinic 



THURSDAY. MARCH 29 

7:45-8:30 AM Breakfast (Tea Room) 

9:00 "Vocational Rehabilitation of the Drug Abuser— In Practice" 

Panel Presentation 

Regional Overview of Vocational Rehabilitation Practices 
(Faculty Room) 

Michael Giold. Project Director 

Jewish Employment Vocational Service, Philadelphia 

Jim Cosse. Research Assistant 

Department of Psychology. Columbia UniVersity 

Arlene Lissner. Associate Director of Program Develop- 
ment & Training. Illinois State Drug Abuse Program 

Edward Scott. Clinical Directdr 
Oregon State Mental Health Division 
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WilMam Fletcher" Program Supervisor 

Florida Department of Vocational Rehabilitation 

G. G, DeAngelis, Moderator 

11:1512:15 Group Workshops (Lucie Stern Hall) 

12:30 Lunch (Tea Room) 

1:30 Group Workshops continue j 

3:30 "Defining the Rehabilitation Goal'* (Faculty Roo^) 

/ Thomas Cahill, Project Coordinator ' 

4 University of Miami Center for Urban Studies 

■ 'J 

Joseph Carano, Acting Director of Training* 
Connecticut Division of Vocational Rehabilitation 

Henry Kavkewitz, Professor oi Psyctfology & Education 
Department of Psychology, Cotumbia ;University 

Eileen Wolkstetn, Chief, Vocational Rehabilitation 
BethMsraei Medical Center, New York 

Howard Berger, Director of Vocational Rehabilitation 
Operations, New York Offictf^ Vocational Rehabilitation 

Philip Schafer, Moderator 

Regional Commissioner, SRS, Region IX 

6:00 Hospitality Hour (Living Room of Mary Morse Halt) 

7:00 Dinner (Tea Room) 

•8:30 PM Providing Service 

Ex addicts and program directors present their vie.ws 

Richard Montes, Job Developer 
Boyle Heights Center, Los Angeles 

Franklin Jackson, Former Aide 
Vera, Inc., New York 

Jean Brinkley, Administrative Aide 
Narcotic Educational League, Oakland 

Armando Mendoza, Institute for Social Concerns 

Jim Cosse, Director, Treatment Program 

• Jack Feinglass, Moderator 

FRIDAY, MARCH 30 

7:45-8:30 AM Breakfast (Tea Room) 

9:00 "The Job at the End of the Rainbow*' (Faculty Room) 

Labor, Management and Vocational Rehabilitation Panel: 

Robert S. Graham, Medical Director 
Equitable Life AssuranceDf US 
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William Gregor. AFL CtO Local Union #2869 
United Steelworkers of America, Fontana, Ca. 

I. Ira Goldenberg, Associate Professor of Clinical Psy. 
chology & Public Practice, Harvard University 

David N. Nurco, Research Scientist 

Maryland Department of Mentat Hygiene J 

Richard Atkins, Esquire, Moderator 

1 1 :0d AM Group Workshops in Summary (Lucie Stern Hall) 

12:30 Lunch (Tea Room) 

1:30 '"Challenges of the Vocational Rehabilitation of the Drug 

Abuser*' 

Conclusions and Implications for the Future (Faculty Room) 

Eileen Wolkstein, Ctiief,'Vocational Rehabilitation 
Beth Israel Medical Center, New York * 

Thomas Cafiill, Project Coordinator 
University of Miami Center for Urban Studies 

Louts Nau, Special Assistant to the Commissioner 
Rehabilitation Services Administration 

Roger Myers, Moderator 

- Closing Statement: \ 

Wade Coleman, Spe^l Assistant to the Secretary for 
Drug Abuse Prevention, Washington, D.C. 
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PARTICIPANTS 





RICHARD ATKINS. 
Esquire 

FREDERICK BECKNER 



HOWARD BERGER 



BART BILLINGS 



BILL BRICKER 



BRUCE BROWN 



THOMAS CAHILL 



ROBERT CAMPOS 



Suite 1616 One East Penn Square 
Juniper & Market 
Philadelphia, Penn. 19107 

Special Assistant for Program Planning & 

Coordination -f 
Dept. of Health. Education & Welfare 
Public Health Service 
National Institute of Mental Health 
5600 Fishers Lane 
Rockville. Md. 20852 

Director. Vocational Rehabilitation Operations 

Office of Vocational Rehabilitation 

New York State Education Department 

99 Washington Ave, 

Albany. NewYork 12210 

Rehabilitation Counselor 

State Department of Rehabilitation 

2240 Professional Drive 

Santa Rosa, Ca. 95401 

Rehabilitation Counselor 

Haight Ashbury Free Medical Clinic - 

Psychological Services 

409 Clayton St. 

San Francisco. Ca. 94117 

Research & Demonstration Grants Coordinator 
Human Relations Agency 
Department of Rehabilitation 
714 "P" Street 
Sacramento. Ca, 95814 

Project Coordinator 
NIMH'National Training Center 
University of Miami 
Center'for Urban Studies 
PO Box 8002" 
Coral Gables. Flo. 33124 

Director of the Methadone Withdrawal Project 
Addiction Research Laboratory 
800 Welch Road. Room 363 -m* ■ t 

Palo Alto. Ca. 94304 
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JOHN CHAMBLEY 



JOSEPH CARANO ^ ^ Acting Director of Training 

Division of Vocational Rehabilitation 
Bureau of Community & Institutional Services 
State of Connecticut 
600 Asylum Av.enue 
Hartford, Conn. 06105 

Director, Rehabilitation Counseling Program 
Department of Education 
San Diego Stale College 
5402 College 
San Diego, Ca. 92115 

Probation Ic Parole Officer II 
State Department of Corrections 
Drug Screening 
510 2nd St., N.W. 
^ Albuquerque, New Mexico 87101 

MICHAEL CHEMODUROW Grant Management Specialist 

Vocational Rehabilitation Services 
1501 McKinney 
Boise. Idaho 83704 
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EDWARD CHAVEZ 



WADE COLEMAN 



JIM COSSE 



THOMAS CRUZ 



G. G. DeANGELIS 



CHARLES ELLIOTT 



MARY ETHRIDGE 
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Special Assistant to the Secretary for 

Drug Abuse Prevention 
Department of Health, Edu(;ation, and Welfare 
330 Independence Ave., S.W., Room 4059 
Washington, D.C. 20201 

Research Assistant 
Department of Pscyhology 
Teachers College 
Columbia University 
525 West 120th St., Box 164 
New York; NY 10027 

Director of the Narcotic Addicts 

Rehabilitation Act Program 
Southwest Denver Community Mental 

Health Services, Inc. 
3052 West Mississippi Ave. 
Denver, Colorado 802 19 

Treatment, Rehabilitation & Training Consultant 
Vitam Center, Inc. 
57 West Rocks Road 
Norwalk, Conn. 06851 

Assistant Coordinator 
Vocational Rehabilitation 
1616 Missouri Blvd. 
Jefferson City, Mo. 65101 

Vocational Rehabilitation Counselor 
Oregon State Mental Health Division 
309 Southwest 4th Avenue 
Portland, Oregon 97204 
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TOBY FAIRES 



STANLEY FEINBERG 



SANFORD FEINGLASS 



WILLIAM FLETCHER 



FRANKLIN 



WILLIAM GREGOR 



MICHAEL GOLD 



i. IRA GOLDENBERG 



HELEN DUNN GOUIN 



ROBERT GRAHAM 



ARTHUR JOHNSON 



Director, Rehabilitation Services 

Texas Research Institute of Mental Sciences 

1300 Moursand Avenue 

Houston, Texas 77025 

Rehabilitation Counselor 

Office of Vocational Rehabilitation 

The State Education Department 

1000 Franklin Ave. 

Garden City. Long Island. NY 11530 

Director, Institute for Social Concerns 
PO Box 9945 
Mills College 
Oakland, Ca. 94613 

Program Supervisor 
Division of Health & Rehabilitation 
Department of Vocational Rehabilitation 
254 Charley John BIdg. 
Tallahassee, Flo. 32304 

Associate Director of Regional Research 

Institute in Social Welfare 
School of Social Welfare 
University of Southern California 
University Park 
Los Angeles. Ca. 90007 

AFL CIO Local No. 2869 
United Steelworkers of America 
Fontana. Ca. 

Project Director 

Jewish Employment Vocational Service 
1913 Walnut Street 
Philadelphia, Penn. 19103 

Associate Professor of Clinical Psychology 

It Public Practice * 
Graduate School of Education 
Harvard University 
Cambridge. Mass.<)Z138 

Dlrector. Natiorial Drug Education 
Center 

University of Oklahoma Medical Center ^ 

820 N.E. 15th St. 

Oklahoma City. Oklahoma 73104 

Second Vifce President & Medical Director 
Equitable Life Assurance of US 
1285 Avenue of the Americas 
New York, NY 10019 

Coordinator of Inter-Agency Programs 

Division for Research & Training in Rehabilitation 

University of Southern California 

School of Medicine 

1739 GriHin Ave. 

Los Angeles. Ca. 90031 ^ 



ERIC 



61 



BILL JOHNSON 

HENRY KAVKEWITZ 

FRED KELLY 

BRYAN KEMP 
JOSEPH KUNCE 

HERBERT LEIBOWITZ 

ROSE LEOPOLD 

PAUL LEUNG 

WENDELL LIPSCOMB 

ARLENE LISSNER 



Rehabilitation Services Representative 
Rehabilitation Services Administration 
Social & Rehabilitation Services 
Department of Health. Education. & Welfare 
50 Fulton St. 
San Francisco. CA 94102 

Director of Psychological Consultation Center 

Department of Psychology 

Teachers College 

Columbia University 

525 West 120th St.. Box 111 

New York. NY 10027 

Staff Advisor. Community Planning 

Office of Deputy Director of Priority Program 

Dept. of Health. Education & Welfare 

Socialli Rehabilitation Services 

HEW South BIdg.. Room 5122 <^ 

Washington. D.C. 20201 

Coordinator of Research Vocational Services 
Rancho Los Amigos Hospital 
7601 E. Imperial Highway 
Downey. Ca. 90242 

Project Director & Professor of Education 
Regional Rehabilitation Research Institute 
University of Missouri 
223 South 5th Street 
Columbia. Mo. 65201 

Research & Demonstration Specialist 
Social & Rehabilitation Services 
Dept. of Health. Education, & Welfare 
50 Fulton St., Room 352 
San Francisco. Ca. 94102 

Vocational Counselor 
Vocational Rehabilitation Division 
Dept. of Human Resources 
309 Southwest 4th Avenue 
Portland. Or^pi>S7204 

Assistant Professor 
The Rehabilitation Center 
College of Education . 
University of Arizona 
Tucson. Arizona 85721 

Executive Director 

Source. Inc: Studies of Urban Research 

and Community Education 
Suite B. 1918 Bonita St. 
Berkeley. Ca. 94704 

Assistant Director of Program Development 

and> Training 
Illinois State Drug Abuse Program 
1440 South Indiana 
Chicago. III. 60605 



STUART LOOMIS 



IRVING lUKOFF 



}YD MACK 




ROBERT MARKEL 



ROBERT MARX 



RICHARD MONTES 



WILLIAM MORGAN 



LOIS MUNSON 



ROGER MYERS 
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Director of the Psychological Services Section 
Haight-Ashbury Free Medical Clinic 
409 Clayton St. 

San Francisco, Ca. 94117 " . 

Director, Addiction Research & Treatment 

Corporation Evaluation Team 
Columbia University School of Social Work 
622 West 113th St. 
New York, NY 10025 

Chief of Planning, Research & Program 

Development 
Department of Vocational Rehabilitation 
Union Federal BIdg., Room 201 
309 North Curry 
Reno, Nevada 89701 

Program Analyst 
V Rehabilitation Services Administration 
Social li Rehabilitation Services 

of Health, Education & Welfare 
Ma^ SwiUer BIdg., Room 3325 
Washington, D.C. 20201 

Rehabilitation Counselor 
Division of Rehabilitation Services 
Maryland Plaz9 Building 
132 5 South 72nd St., Room lOOB 
Omaha, Nebraska 68124 

Program Specialist for Drug Abuse 
Texas Rehabilitation Commission 
1600 West 38th St. 
Austin, Texas 78705 

Job Developer 
Boyle Heights Center 
501 Echandia St. 
Los Angeles, Ca. 90033 

Vocational Rehabilitation Program Specialist 

Rehabilitation Services Administration 

Sccial'li Rehabilitation Services * 

Dept. of Health, Educajlion, t Welfare 

Box 13716 . 

7760 Gateway BIdg., 3rd floor 

Philadelphia, Penn. 19101 

Counselor 

Veteran's Administration Hospital 
Ward 105B2 
?805 Miranda ' 
Palo Alto, Ca. 94304 

Professor of Psychology & Education & 

Associate Director 
Program Coordinator of Counseling li Personnel 
Teachers College 
Columbia University 
Box 164, 525 West 120th St. 
New York, NY 10027 
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LOUIS NAU 



DAVID NURCO 



JOSEPH PALEVSKY 



JANET PENCE 



DON PERKINS 



ADELE PILSK 



FATHER JIM REARDON 



CHARLES REEDER 



BILL REINER 



ROSE ROBINSON 



Special Assistant to the Commissioner 
Rehabilitation Services Administration 
DHEW South BIdg.. Room 3110 
330 Independence Avenue 
Washington. D.C. 20201 

Research Scientist 

Dept. of Mental Hygiene 

Maryland Psychiatric Research Center 

Drug Abuse Study 

1229 W. Mount Royal Avenue 

Baltimore. Md. 21217 

Associate Rehabilitation Counselor 
Office of Vocational Rehabilitation 
State Education Department 
225 Park Ave.. South 
New York. NY 10003 

Rehabilitation Counselor 

Dept. of Vocational Rehabilitation 

1299 4th St. 

San Rafael, Ca. 94901 

Chief Resource Manager 

Resource Division Unit 

Division of Rehabilitation Education & 

Services Branch 
801 Bankers Trust BIdg. 
Des Moines. Iowa 50309 

Coordinator. Drug Abuse. Editorial Seminar 
50 Fulton St.. Room 342 
San Francisco. Ca. 94102 

Group Therapist 
State Industrial School 
Mandan. North Dakota 58554 

Research Assistant 

Regional Rehabilitation Research Institute 
University of Missouri 
223 S. Jth Street 
Columlfa. Mo. 65201 

Vocational Services Counselor 

Marin Open House 

918 Street 

San Rafael. Ca. 94901 

Social Science Analyst 

Division of Rehabilitation & Employability Research 

Research li Demonstration 

Social li Rehabilitation Services 

Dept. of Health. Education li Welfare 

HRoom 5327 HEW South BIdg. 

330 X" Street 

Washington. D.C. 20201 
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JOSEPH ROTHSTEIN 



DANIEL SANFORD 



PHILIP SCHAFER 



EDWARD SCOTT 



FLORENCE SEAMAN 



SOL SILVERMAN 



HAROLD SIMMONS 



JIM SINGLETON 



DAVID SMITH 



DONALD SUPER 



Director, Office of Addictive Programs 
Office of the Governor 
State )apitol Bldg. 
Helena. Montana 59601 

Rehabilitation Counselor 

Office of Vocational Rehabilitation 

University of New York 

State Education Department 

225 Park Ave. South 

New York. NY 10003 

Regional Commissioner 

Social ii Rehabilitation Services 

Dept. of Health, Education, & Welfare 

50 Fulton St., Room 450 

San Francisco, Ca. 94102 

Clinical Director 

Oregon State Mental Health DivisCion 
309 Southwest 4th Avenue 
Portland, Oregon 97204 

Projefct Officer 

National Institute for Mental Health 
Room 13005 
5600 Fischer Lane 
Rockville. Md. 20852 

Special Assistant to the Director 

for Formula Grants 
Division of Narcotic Addiction & Drug Abuse 
National Institute of Mental Health 
5600 Fishers Lane 
Rockville. Md. 20852 

Social Rehabilitation Services Specialist 
Division of Local Programs 
Dept. of Mental Hygiene 
744 ''P" Street 
Sacramento, Ca. 95814 

Business Manager of Medical Clinic 
Haight Ashbury Free Medical Clinic 
558 Clayton St. 
San Francisco, Ca. 941 17 

Chairman of the Advisory Council of the 

Drug Abuse Editorial Seminar 
Medical Director of the Haight Ashbury 

Free Medical Clinic f 
1698 Haight St. ^ 
San Francisco. Ca. 9411? 

Director of Division & Chairman of the 

Dept. of Psychology 
Teachers College 
Columbia University 
Box 214, 525 West 120th St. 
New York, NY 10027 
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CHARLOTTE TAYLOR 



MARYANN URBAN 

HUGH W. WARD 
EDWARD WASHINGTON 

LEONA JACOBS WHIT£ 

EILEEN WOLKSTEIN 



PEGGY WOODRUFF 



PATRICIA WRIGHT 



PAUL WRIGHT 



THAYNE WRIGHT 



WILLIAM WRIGHT 



Director of Training 

Division for Research & Training in Rehabilitation 

University of Southern California 

Schoolpf Medicine 

1739 Griffin Ave. 

Los Angeles, C A 90031 

Program Director 

National Commission on Marijuana & Drug Abuse 
801 19th St., N.W. 
Washington, D C. 20006 

PACT 

415 Madison Avenue 
New York, N.Y. 10017 

Director, Model Neighborhood Inner City 

Drug Abuse Program 
4707 15 Woodward Ave. 
Detroit, Michigan 48201 

Director, Social Rehabilitation Section 
"Crackerjack,"Haight Ashbury Free Medical Clinic 
1644 Haight St. 
San Francisco. Ca. 94117 

Chief, Vocational Rehabilitation 

Beth Israel Medical Center 

Beth Israel Hospital 

Morris J. Berstein Institute 

307 Second Ave. . 

New York, NY 10003 

Director of Vocational Services 

Marin Open House 

918 **0" Street 

San Rafael, Ca. 94901 

Social Science Analyst 
Community Services Administration 
Social Ic Rehabilitation Services 
Dept. of Health, Education, & Welfare 
Room 2125 HEW^ South BIdg, 
330 "C" Street. SW 
Washington, DX. 20201 

Coordinator— Addiction, Alcoholism Correction 
Vocational Rehabilitation 

Box 1016 ^ ^ 

Lansing. Michigan 48904 

Program Coordinator, Medical Social Work 
Vocational Rehabilitation Services Division ; 
Dept. of Social k Health Services | 
P.O.Box 1788 MS 24-2 
Olympia, Washington 98504 j 

Counselor, Dept. of Vocational Rehabilitation^ 
Area 5 Special Programs j 
117 Richmond, N.E. I 
Albuquerque, New Mexico 87106 
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